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Introduction 

Department of Children and Families 

For many years, there has been general agreement among policymakers, 
practitioners, and researchers that children's needs are best met by service 
delivery systems that are comprehensive, coordinated, family-focused, and 
community-based.  How  to foster and maintain integrated human service 
networks that meet the multiple and complex needs of today's children and 
families, however, remains a challenge all state governments face.  

Connecticut was the first state to consolidate responsibility for child 
protection, children's mental health, and delinquency programs in a single 
agency focused on children -- originally the Department of Children and Youth 
Services (DCYS) and now called the Department of Children and Families 
(DCF).  The overall goal of consolidation was improved leadership and support 
in developing a comprehensive network of public and private services to 
promote the sound growth and development of all children.   The new 
organizational structure was expected to increase the quality and effectiveness of 
children's services by clarifying administrative authority for program areas, 
eliminating gaps in services as well as overlapping responsibility, and allowing 
resources to be pooled so funding could "follow" a child's needs. 

Almost since its inception, there have been concerns over the ability of 
the state's consolidated children's agency to carry out its broad mandate and to 
achieve the goal of its enabling legislation.   In March 1999, the Legislative 
Program Review and Investigations  Committee voted to study the mission of 
DCF to determine the appropriate roles, responsibilities, and structure for 
carrying out the state's children and family policies.  This report provides 
background information compiled by the program review staff to date in the 
following six areas: (1) the historical development, goals, and organizational 
models for children's services;  (2) the mandates and missions of DCF as well as 
the status of the federal consent decree; (3) the agency's current resources and 
organization; (4) an overview of key agency management functions; (5) major 
department activities related to its protective services, juvenile justice, and 
mental health mandates; and (6) the roles of other state agencies and private 
organizations in children's services.  The final section of this report contains 
preliminary staff findings.  
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Section I 

History, Goals, and Models of Children's Services 

Prior to the 20th century in Connecticut and other states, children's 
services were provided by local and county governments or private charitable 
organizations.  State government had little funding or administrative 
responsibility for the education, care, or support of Connecticut's children and 
youth.   In Connecticut, towns had primary responsibility for supporting their 
dependent residents -- those who were poor or "mentally defective," as well as 
orphans and neglected children.1   Delinquent children, too, were handled by 
local authorities, usually municipal police departments, and housed in town jails.   

During the 1800s, county boards of management were responsible for 
finding "temporary homes" -- the precursor of today's foster homes -- for 
dependent and neglected children.  The first statewide agency with a role in 
child welfare was the State Board of Charities, established in 1884.  It was 
responsible for a wide variety of public welfare services, including almshouses, 
an  institute for the blind, the state reformatory (prison), homes for the aged, 
infant boarding places, insane asylums, orphan asylums, and institutions for girls 
and paupers.  Its initial role in child welfare was limited to recommending to the 
county boards suitable family homes to serve as temporary residences.   Also in 
the mid-1800s, the first state juvenile institution, a reform school for delinquent 
boys administered by a board of trustees, was established.   During this same 
time period, the first state mental hospital, similarly supervised by a trustee 
board, was founded to care for insane persons of any age.   Later, the state also 
established institutions -- residential training schools --  for mentally retarded 
persons and a state reformatory school for girls. 

Over time, primary responsibility for child welfare, mental health and 
juvenile justice shifted from local to state government.  State social service 
mandates broadened and the number of programs and facilities to carry them out 
increased.  Also, with greater awareness of how children’s treatment needs and 
service requirements differ from adults, separate children’s facilities and units 
were created and age-appropriate programs were developed.   

The state welfare department, which replaced the charities board in 1921, 
eventually became responsible for supervising wards of the state, operating the 
aid to dependent children program, and reviewing the family situation of cases 
presented in juvenile court.  By the 1960s, its child welfare division was also 
investigating and responding to reports of child abuse and neglect. Offices of 
                                                        
1 In the 19th century, dependent and neglected children were statutorily defined as "waifs, strays, 
and children of prisoners, drunks, or paupers and those committed to hospitals, the almshouse, 
workhouse, and all deserted, neglected, cruelly treated, or dependent children or children living 
in a disorderly house or a house of ill-fame or assignation". 
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mental health and mental retardation created within the state public health department in the 
1920s became independent departments responsible for overseeing state-supported services and 
facilities for those client populations in the 1950s and 1960s.  A statewide juvenile court system 
was created in 1941, and in 1969, a state agency, the Department of Children and Youth, was 
established to provide care and custody of adjudicated juvenile delinquents.   

In the 1970s, Connecticut became the first state to consolidate juvenile justice programs,  
child protective services, and children’s mental health functions in a single executive agency 
focused solely on children and their families.  Legislation enacted in 1974 significantly expanded 
the mandate of DCYS to include: (1) psychiatric and related services for children transferred 
from the Department of Mental Health; and (2) protective services functions for dependent, 
neglected, and uncared-for children formerly assigned to the state welfare department.   

The 1974 act also established a commission to study the consolidation of children’s 
services that was charged with preparing an action plan for the transfer of mental health services.  
In its plan submitted to the General Assembly in 1975, the commission outlined recommended 
goals, a structure, and programs for the new department, noting the end result is an agency with 
major responsibility for a large number of seriously disadvantaged children (delinquent, 
dependent, neglected, uncared-for, mentally ill, and emotionally disturbed) and the potential for 
treating each one according to his or her needs, whatever they may be. 

Since the 1974 consolidation, no major changes have been made in scope of the 
department’s mandate although a few specific programs have been transferred in and out of the 
agency.  The department maintained its independent status through a number of government 
reorganization efforts over the last 20 years and only underwent a name change, to the 
Department of Children and Families, in 1993.   

At the same time, there have been significant policy shifts, prompted by both state and 
federal initiatives, that have had an impact on how DCF carries out its mandates.  For example, 
there has been a renewed emphasis on protecting children since 1995, in response to the deaths 
of and serious injury to several children involved with the department.   New federal laws 
stressing permanency require state child welfare systems to shorten the length of time children 
spend in out-of-home care without a long-term goal and reduce the amount of time birth parents 
are given to meet the objectives of a treatment plan in order to regain custody of their children.  
The more punitive approach for serious juvenile offenses called for by the state's 1995 Juvenile 
Justice Reorganization Act has focused attention on the effectiveness of court commitment to the 
state's only secure facility for adjudicated delinquents, Long Lane School.  The impact of 
managed care on access to mental health services has led to questions about the availability of 
appropriate treatment for emotionally disturbed and mentally ill children.    

However, the factor that has most influenced the Department of Children and Families 
over the past 10 years is the 1991 Juan F. v O’Neill federal consent decree.  The consent decree, 
described in detail in Section II, has mandated the department and legislature to focus resources 
and activities on child protective services, especially the foster care system.  As analysis 
presented in Sections III and IV shows, the consent decree has been the driving force behind the 
most recent improvements in DCF operations and the increase in appropriations for child 



 

 
Program Review and Investigations Committee Staff Briefing:  September 15, 1999 

 
4 

protective services and related staffing.  However, by prioritizing protective services over other 
mandates, the consent decree has contributed to a decrease in attention and resources that might 
otherwise have been focused on juvenile justice, mental health, and prevention mandates. In 
effect, the consent decree has promoted separateness rather than integration of DCF's primary 
mandates. 

It is important to note the legislative and organizational changes that have occurred in 
child protection, juvenile justice, and mental health services are the result of many factors.  
Federal mandates, court decisions, medical advances, advocacy groups, and public opinion all 
have had an impact on the development of the current system.  As Figure I-1 illustrates, changes 
in one mandate area are often paralleled in the  others.   A brief legislative history of each service 
area highlighting these various factors is presented in Appendix A.  The major federal mandates 
that have an impact on children’s services in Connecticut are summarized in Appendix B.   

 
Goals of Children's Services Systems 

A frequently stated goal for children’s services is a “seamless system of delivery,” with  a 
single point of entry, a continuum of care, and funding that follows the child.  Comprehensive, 
integrated service systems are viewed as critically important for children. Children tend to have 
multiple needs that change as they grow and develop.  

From the early 1900s through the present time, a number of studies, reports, and surveys 
have been conducted in Connecticut examining the needs of neglected, dependent, and 
delinquent children, mental health issues related to children, and ways to improve services to 
children.  The earlier reports called for greater attention to children’s services and a stronger state 
role in providing them.  All contained one or more of the following recurring themes:   

• coordination, communication, and joint planning needed; 
• study/research/understanding of children's problems needed; 

• treatment of the whole child and/or family required; 
• mental health services lacking for children; 

• specialized services, separate from adults, needed; 
• critical services lacking, existing services too fragmented, and gaps and 

overlaps in service delivery; and 

• early discovery/identification/intervention critical and prevention is a must. 
 

Findings from many of these studies were used in 1975 as evidence of the need to 
establish a consolidated children’s agency in Connecticut with a commissioner whose priority 
and commitment is to the needs of children.  Supporters of the consolidated children’s agency 
expected the new department would:  

• be important enough to have parity with other human services agencies; 
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Figure I-1.  Timeline of Legislative Changes in Children’s Services 
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• increase the state's commitment to prevention of emotional, developmental, 
behavioral, and social problems of children; and 

• increase the quality and effectiveness of children's services. 
 
The overall goal for the new consolidated agency was to provide leadership and support 

in developing a comprehensive statewide network of public and private programs and services.  
The network would be designed to: promote the sound growth and development of all children; 
prevent dependency, neglect, delinquency, and mental illness and emotional disorder in children; 
identify children at risk; and restore children to useful functioning.  In addition, it was intended 
the new department, together with citizens advisory councils and private voluntary organizations, 
would provide broad advocacy for children and help safeguard their basic rights. 

Organizational Models 

State structures for providing child protection, children's mental health, and juvenile 
justice services vary considerably.  However, there are three main organizational models: (1) 
multiple agencies; (2) multiple divisions within an umbrella agency; and (3) a consolidated 
children's services agency.  To date, there is no consensus on an ideal structure for child welfare 
services or for human services generally.  

Other state structures.  The current administrative structures for children's services for 
all 50 states are summarized below in Table I-1.  As the table shows, the vast majority of states 
(38) have adopted a multiple agency approach with two or more autonomous, cabinet-level 
agencies having separate chief administrators, budgets, and policy development processes, each 
responsible for protective services, juvenile justice, and children's mental health.   

Seven states (Alaska, Arkansas, Iowa, New Hampshire, North Carolina, Pennsylvania, 
and Utah) fall under the umbrella agency model, maintaining two or more separate divisions 
within a single cabinet-level agency.  The divisions in these states are organized around specific 
populations or functions and typically share a single chief administrator, budget, and policy 
development procedure.  Only five states -- Connecticut, Delaware, New Mexico, Rhode Island, 
and, most recently, Tennessee -- have created a single, autonomous, cabinet-level agency 
responsible for administering child protective services, mental health services for children, and 
juvenile justice services. 

The most common combination of services in multiple agency states is protective 
services and juvenile justice.  Twenty-two states administer protective services and juvenile 
justice through a single agency or division within an umbrella agency.  Thirteen states administer 
protective services and mental health services for children via one agency or a single division 
within an umbrella agency.  Six states administer juvenile justice and mental health services for 
children by way of a single agency or particular division within an umbrella agency. 
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Table I-1.  Current State Administrative Structures for Child and Families Services 

(Child Protection, Juvenile Justice, and Children's Mental Health) 
 

Model Multiple 
Agencies 

Multiple Divisions  in 
Single (Umbrella) Agency 

Consolidated 
Agency 

Description Two or more  
autonomous 
cabinet-level agencies  
 
Separate chief 
administrators, budgets, 
policy development 

Two or more separate 
divisions within single 
cabinet-level agency 
 
Divisions organized around 
population or function  
 
Same chief administrator, 
overall budget and policy 
development 

Single, autonomous 
cabinet-level agency  

States 38 states 
 3 agencies -- 17 
 2 agencies -- 21 

7 states  
(AK, AR, IA, NH, NC, PA, 
UT) 

5 states 
(CT, RI, DE, NM, TN) 
Texas considering 
 

 
  

Coordination mechanisms.  Preliminary results of a telephone survey of 40 states 
conducted by program review staff show at least nine states have an executive branch human 
services cabinet or a similar body responsible for coordinating services for children on a 
statewide basis.  The presence of such a coordinating body seems unrelated to a state's 
administrative structure for child welfare services. Other modes of coordinating and integrating 
services for children common among the states surveyed included: preparation of a children’s 
budget, which identifies all resources expended by a state to benefit those under 18; formal 
statewide children's needs assessments; memoranda of understanding or agreement among state 
agencies responsible for serving children; and interagency coordinating committees.  These 
various mechanisms occur irrespective of whether a state has a consolidated or multiple agency 
approach for providing services to children and youth. 

Concerns and trends.  Regardless of their type of organization, state children's agencies 
are experiencing similar challenges in the delivery of services.  For example, a number of states 
interviewed reported substance abuse treatment programs and prevention efforts are generally 
lacking.  A number also reported having difficulties coordinating services for children with 
multiple needs or for those who are dually committed (e.g., delinquent and under agency care 
because of abuse or neglect).  Another problem noted by most states surveyed is that children's 
systems of care are not well coordinated with adult service systems, particularly in the area of 
mental health.  A widely noted observation crossing state boundaries is that many youth in 
critical need of mental health services “age-out” of the custody of their children's agency, but do 
not transition to the adult system.  Left without treatment, they often engage in criminal activity 
and end up in the adult correctional system. 
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A growing trend among the states surveyed is the development of innovative community-
based approaches to treating abused, neglected, delinquent, and mentally ill children.  Indiana, 
for example, began to develop “pilot communities” in 1998 that are working to identify and 
overcome regulatory, fiscal, and policy barriers to the integration of services for children and 
youth.  Missouri created the “Interdepartmental Initiative for Children”, a consortium of the 
Departments of Elementary and Secondary Education, Mental Health, and Social Services, 
designed to be a more responsive and localized approach to treating children with severe 
behavioral health needs.  Oregon’s Commission on Children and Families has identified core 
statewide goals and given local citizens' commissions responsibility for developing and 
implementing their own plans to achieve better outcomes for children and families through 
strong community supports and prevention efforts.  Finally, in Florida, legislation to privatize 
foster care and certain related child welfare functions, including child protection investigation 
responsibilities, is under consideration by the state senate as a way to strengthen community 
involvement in child and family services. 

Objectives.  Consolidated and multiple agency models have both strengths and 
weaknesses.  For example, while consolidation can reduce duplication and improve 
communication and coordination, the resulting agency can become too large to be managed 
effectively.  In addition, service components within a consolidated agency must compete for 
attention and resources in what becomes an internal battle out of the view and support of the 
service's constituency.  With multiple agencies, expertise, specialization, and accountability can 
be promoted, but turf wars are often a by-product.  

Historically, consolidation has been pursued as a way to reduce fragmentation of 
services, streamline programs, and contain administrative costs. However, it must be 
remembered restructuring alone may not overcome turf issues, policy conflicts, lack of 
leadership, inadequate funding, poor management, and other factors that impede effective service 
delivery. 

While the perfect structure for administering and delivering children’s services has not 
been identified,  experts agree it would have the following traits: 

• family-focused services; 
• prevention-oriented; 

• comprehensive continuum of services; 
• flexible funding; 

• well-trained staff with manageable caseloads; 
• community-based services responsive to local needs;2 
• accountability; and 

• communication and collaboration encouraged and facilitated 3. 
 

                                                        
2  
3 Putting the Pieces Together: Survey of State Systems for Children in Crisis, Susan Robison, National Conference 
of State Legislatures, 1990. 
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Section II 

DCF Mandates and Consent Decree  

The Department of Children and Families' broad statutory mandate is to: 
"…plan, create, develop, operate, arrange for, administer and evaluate a 
comprehensive and integrated state-wide program of services, including 
preventive services, for children and youth whose behavior does not conform to 
the law or to acceptable community standards, or who are mentally ill, 
emotionally disturbed, substance abusers, delinquent, abused, neglected, or 
uncared-for …."  By law, its clients include all children and youth who are or  
may be committed to it by any court and all who are voluntarily admitted for 
services of any kind. 

DCF has specific mandates concerning child protection, juvenile justice, 
mental health, substance abuse, and prevention for children up to age 18 and, in 
some cases, up to age 21.  It must also provide health and education services to 
children in its care and custody.    Some mandates are very general and simply 
give the agency overall responsibility for a service area, such as prevention of 
abuse, neglect, delinquency, mental illness, and substance abuse among 
children.  In other areas, especially child protection, objectives, procedures, and 
programs are set out in detail in statute.   An overview of DCF's policy mandates 
for child protective services, juvenile justice, mental health, substance abuse, 
and prevention follows.   

Protective Services 

The state's child protection policy is to "protect children whose health 
and welfare may be adversely affected through injury and neglect, strengthen the 
family and make the home safe for children by improving the parent's abilities to 
provide child care, and provide temporary or permanent homes offering a safe 
and nurturing environment for children who must be removed from their birth 
homes".   

Specifically, DCF is required to provide general supervision over the 
welfare of children who require the care and protection of the state because they 
are abused, neglected, or uncared-for.  Guided by this policy, DCF must: 
develop comprehensive prevention programs for problems facing children and 
provide "flexible, innovative, and effective placement programs" for children 
committed to the department; provide appropriate services to families; develop 
and implement aftercare and follow-up services for children receiving DCF 
services; and provide outreach and assistance for persons caring for committed 
children.   
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Juvenile Justice 
 

The state's juvenile justice policy, established in the 1995 Juvenile Justice Reorganization 
Act, is "to provide individualized supervision, care, accountability, and treatment to juveniles 
who violate the law to ensure public safety and to promote delinquency prevention".  The 
statutory goals of the system are to: 
 

• hold juveniles accountable for their criminal behavior; 

• provide secure and therapeutic confinement for those juveniles who are a 
threat to public safety; 

• protect the community and juveniles; 
• provide community-based programs and services; 

• retain and support juveniles within their homes if possible; 
• provide probation treatment based on individual case management plans; 
• include the juvenile's family in the case management plan; 

• provide supervision and service coordination, and monitor case management 
to prevent reoffending; 

• provide follow-up and nonresidential post-release services to juveniles and 
their families; and 

• develop and implement community-based programs to prevent delinquency 
and to minimize the extent and duration of a juvenile's involvement in the 
juvenile justice system. 

 
Primary responsibility for carrying out the state's juvenile justice policies rests with the 

Judicial Branch rather than DCF.   Family court and court support services units provide intake 
and assessment of all juveniles charged with a crime and supervise adjudicated delinquents.  
DCF's role in juvenile justice is narrowly defined and limited to providing secure care of 
committed (convicted) delinquents.  By law, the department administers Long Lane School, the 
state's only secure juvenile institution, and operates parole supervision programs.   

Mental Health 

The state's mental health policy with respect to children is not as clearly spelled out as the 
policies relating to child protection and juvenile justice.  The Department of Children and 
Families, however, clearly is responsible for mental health services to persons up to age 18 under 
its broad agency mandate to plan, provide, fund, coordinate, and evaluate services to meet the 
needs of certain children and youth including those who are mentally ill or emotionally 
disturbed. 

DCF is required by law to maintain certain mental health facilities: Riverview Hospital; 
High Meadows Residential Treatment Center; and The Connecticut Children's Place (CCP).  At 
present, Riverview and High Meadows are facilities solely for the intensive care and treatment of 
mentally ill and emotionally disturbed children and youth.  Mental health-related services are just 
part of CCP's role, which includes a number of protective services responsibilites. 
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DCF is also statutorily required to develop and maintain a program of outpatient clinics 
for children, youth, and their families as well as day treatment centers and extended day 
treatment programs.  Recent legislation (P.A. 97-272) also mandated creation of local "systems 
of care,"  which are community-based programs for coordinating mental health services for 
children up to age 18 who need services from two or more public agencies and have been or are 
at risk of being placed out-of-home primarily to receive mental health treatment.   

Substance Abuse 

The state's substance abuse policy is defined by current laws making it illegal for persons 
of any age to possess, sell, distribute, manufacture, or transport illegal drugs.  The use of a 
controlled drug is not expressly prohibited.  Policices regarding substance abuse treatment and 
prevention, especially for children, are not set out in state statute.  Instead, DCF is required under 
its broad agency mandate, to plan, provide, and fund services for children and youth who are 
substance abusers.  There are no specific statutory provisions requiring the agency to operate, 
license, or fund specific substance abuse treatment facilities or programs.   

Recent legislation aimed at addressing the relationship between substance abuse and 
child abuse and neglect did give DCF some responsibilities in this area.  Under Public Act 96-
246, if, after investigation, it is determined the person abusing or nelgecting a child is in need of 
substance abuse treatment, DCF must refer that person for appropriate treatment services.  

Prevention 

The state's policy concerning preventive services for children and youth is not defined in 
statute.  However, the Department of Children and Families is responsible by law for a 
comprehensive and integrated program of services for children and youth that includes 
preventive services.   The department is required to cooperate with other child-serving agencies 
and organizations in providing or arranging preventive programs for children and their families 
that address, but are not limited to, teenage pregnancy and youth suicide.  Several statutes require 
DCF to carry out specific prevention programs such as Healthy Families Connecticut, which is 
aimed at reducing abuse and neglect of infants by identifying and working with high-risk 
parents. 

DCF Mission Statements 

The mission statement of a state agency typically operationalizes its statutory mandate.  It 
sets a direction for agency policy and procedures, and often defines it goals, objectives and client 
population.  The mission of the Department of Children and Families, according to its current 
budget and other public documents, is to "ensure the safety of children, achieve permanency for 
children in a safe environment, strengthen families, and help young people reach their fullest 
potential." 

DCF is in the process of developing a strategic plan that includes a new mission 
statement.  The latest draft reviewed by program review committee staff shows an addition to the 
current mission that includes references to services for mentally ill, emotionally disturbed, and 
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substance abusing children.  However, the strategies outlined in the draft plan focus primarily on 
child protective services. 

The department's mission statements, which are outlined in Appendix C, have changed 
significantly since the initial statement was developed nearly 30 years ago.  Originally, the 
agency's mission focused on juvenile delinquents.  Over time, the mission broadened as DCF's 
role and responsibilities grew to include a wider range of children and youth.  In recent years, 
revisions to DCF's mission statement have focused on the emphasis given to protecting abused 
and neglect children.  Changes in mission statements since the agency was established are 
analyzed below.   

Progression of mission statements.  The original mission of the department was to 
administer two statewide juvenile correctional facilities and to provide delinquency prevention 
services.  When the department's mandate expanded in the mid-1970s its mission statement 
changed to become: "to provide leadership and support to the development of a comprehensive 
statewide network of governmental and non-governmental programs and services promoting the 
sound growth and development of all children in Connecticut." 

In the early 1980s, the mission statement was fine-tuned to clarify the types of children 
the department was directing its attention toward (e.g., "abused, neglected, mentally ill, 
emotionally disturbed, or delinquent").  In 1987, the agency's mission statement was revised to 
read: "to preserve and strengthen families so they may care for their children while 
simultaneously ensuring that children are safe and have opportunities for healthy development."  
The mission focused, for the first time, on preserving and strengthening families so children 
could remain safely at home or be returned to a safe family environment if an out-of-home 
placement had been made.  The next year, the department issued its first public mission 
statement; which stressed coordination and integration with "others" to provide services to 
ensure safe and healthy conditions under which children could develop as healthy and productive 
persons.  

In 1991, the department rewrote its mission and returned to its practice of specifying its 
client population.  The statement now read: "children are in need of protective, mental health, 
juvenile justice, and substance abuse services as well as permanent, stable settings, free from 
harm, where they are able to achieve their potential.".  In 1996, the department's mission was 
again revised.  This time references to specifically mandated client populations were dropped.  
The mission was narrowed to the following: "to protect children, strengthen families, and help 
young people reach their fullest potential." 

Yet another new mission statement was issued by DCF in 1999.  It places emphasis on 
the safety of the child and clearly de-emphasizes preserving the family.  Even more significant 
with respect to the program review committee's study is the absence of any direct mention of the 
department's juvenile justice, mental health, substance abuse, and prevention mandates. 

The pattern of mission statement changes during the 1990s raises questions about DCF's 
long-range focus.  In the early 1990s, DCF's mission statement identified the department's client 
group as "all children."  Mission statements from the mid-1990s more clearly specified the 
department's client group as children "in need of protection, mental health, juvenile justice, and 
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substance abuse services."  By 1996, DCF narrowed its stated mission to "protect children and 
strengthen families," and eliminated references to specific types of children in need. 

The importance of DCF's mission statement in guiding its activities should not be under-
estimated.  For example, it is central to the specific child protection mission statement included 
in the agency's official policy manuals, which guide both policy development and direct case 
work practices and procedures.  According to the manual, the DCF child protection mission is 
based on the following three principals, two of which come directly from the overall agency 
mission statement: 

• the child is the client; 
• the primary focus is safety; and 

• the secondary focus is permanent placement of the child, which includes 
reunification with the birth family or relatives if appropriate. 

 
It should be noted, similar mission statements for juvenile justice, mental health, 

substance abuse, or preventive services have not been developed for the agency policy manuals.  
In fact, these mandate areas are only addressed by the current manuals within the context of child 
protection policies and practices.  

DCF Consent Decree 

In addition to its state statutory requirements, DCF is obligated to comply with the 
provisions of a federal court consent decree resulting from a class action lawsuit concerning its 
child protective service mandate.  Background on the consent decree and overview of its current 
status are provided below.  Information on consent decrees in other states is also presented. 

Background.  In 1989, a federal lawsuit, Juan F. v. O'Neill, was filed on behalf of nine 
minors against the Department of Children and Families.  The suit alleged the department did not 
adequately protect the children it was required to care for in violation of the federal constitution 
and two federal statutes.  Forgoing lengthy litigation, the parties agreed to mediate a settlement. 

The federal court signed the mediation order in July 1990.   The order appointed a three-
member mediation panel: one person was selected by the plaintiffs, one by the defendants 
(DCF), and one by the settlement judge (the Honorable Robert Zampano).  The mediation panel 
was granted full and complete authority to formulate procedures and to take any and all action to 
resolve each issue or matter detailed by the lawsuit.  The panel had until December 31, 1990, to 
prepare a consent decree. 

The parties signed the consent decree on January 7, 1991.  It covered all areas of policy, 
management, procedures, and operations of the department's child protective services.  The 
services included: investigations of child abuse and neglect; foster care and other out-of-home 
placements; care for children placed in the care of DCF; adoptive services; and mental health 
services both for children involved in protective services cases and children receiving such 
services on a voluntary (noncommitted) basis.   
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The decree also covered qualifications, training, responsibilities, workload, and 
supervision of DCF's protective services staff, as well as internal systems operations such as case 
reviews, quality assurance, data management, and administration.  The consent decree did not 
cover juvenile justice, substance abuse, or prevention services unless they were included as part 
of a protective services case. 

Court monitor.  Initially, the consent decree established the original mediation panel as 
the monitoring panel with authority to determine the specific methodology and pace for 
implementing the decree.  The monitoring panel developed and approved policies, standards, 
procedures, programs, operating manuals, and staff levels needed for compliance.  It also 
established the funding levels needed to accomplish implementation of the decree.  The panel 
was empowered to decide all matters related to interpreting the decree, and its unanimous 
decision was final.  The decree stipulated that the state pay for all consent decree mandates. 

The panel prepared the manuals required by the consent decree, which were approved by 
the court on September 1, 1992.  On October 26, 1992, the panel was dismantled and the court 
appointed a full-time monitor (attorney David Sullivan) to oversee implementation of all consent 
decree provisions. 

The court monitor is responsible solely to the court, specifically the trial judge (now the 
Honorable Alan Nevis), but the monitor also works closely with the department and plaintiffs to 
ensure timely and effective compliance with the provisions of the consent decree. The office of 
the court monitor is funded by the state.  Currently, the monitor's office has two full-time 
professional staff and one child welfare consultant under contract.   

The consent decree's monitoring order established the role and responsibility of the court 
monitor, and the procedure for tracking compliance, requesting modifications, and negotiating 
between the parties.  The monitoring order requires the court monitor to focus on patterns of 
compliance or noncompliance, and not on individual cases.  The court monitor is not responsible 
for the administration of any DCF programs or activities.  The monitor's specific responsibilities 
are to: 

• monitor implementation of and compliance with the consent decree; 

• perform duties specified in the consent decree; 
• establish a reporting structure to assess the progress in implementing the 

consent decree; 

• meet with either party alone or jointly; 

• review requests for modification of the consent decree by either party, attempt 
to resolve the request informally, or make a recommendation to the court 
regarding the request; and 

• submit semi-annual compliance reports to the court. 
 
The monitor has access to all DCF files, reports, and case records as well as the authority to 
make site visits and interview agency staff and clients. 
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DCF monitoring team.  During the mid-1990s, the department assigned a team of 
employees to oversee implementation of the consent decree.  The team consisted of a central 
office coordinator, who reported directly to the commissioner,and a regional coordinator in each 
of the five regional offices.  Currently, one full-time manager within the strategic planning 
division performs this function.  Two other planning unit staff assist with consent decree 
implementation duties. 

Dispute resolution and modifications.  The consent decree and monitoring order 
established a procedure for the parties to attempt to resolve disputes without the intervention of 
the court.   Under the procedure the court monitor is used to mediate disputes between the parties 
regarding  compliance or progress.  If the issue cannot be resolved, then the parties may go to 
court and the monitor will present recommendations to the judge. 

A dispute over noncompliance can be raised by either the court monitor or the plaintiffs.  
If noncompliance is alleged, the monitor confers with DCF and, if there is significant 
noncompliance, the plaintiffs in an attempt to resolve the issue.  The monitoring order provides 
five days to reach a resolution.  If there is no resolution, the court monitor must notify the 
plaintiffs within 15 days and then submit the issue, with recommendations, to the court for 
resolution.  The court monitor and staff may be called as witnesses at the hearing by the trial 
judge or either party. 

DCF may request modifications of any provision of the consent decree when it has shown 
after a good faith effort that it cannot comply or when compliance would: (1) be unsuccessful in 
carrying out a specific mandate; (2) create an unnecessary detrimental effect on the services or 
operation of the department; or (3) no longer be the most cost-effective means of achieving the 
mandate. 

To request a modification, DCF must provide written notice specifying the area of 
noncompliance and proposed change to the court monitor and plaintiff.  The monitor then 
attempts to informally resolve the issue with the department and plaintiff.  If an agreement is 
reached, it is incorporated into the consent decree upon court approval.  If no agreement is 
reached, the court will decide whether to approve the modification. 

Since the signing of the consent decree in 1992, there have been three instances in which 
issues regarding DCF compliance were filed with the court.  The first, in June 1993, addressed 
the department's failure to comply with the staffing requirements set out in the consent decree.  
The court ordered the state to fund the hiring of additional social workers.  The state appealed the 
order to a federal appeals court, but the lower court ruling was upheld in1994. The United State 
Supreme Court later denied the state's request for a review of the decision. 

A second issue,  presented to the court in June 1996, addressed the department's failure to 
prepare and implement a resource development plan for the delivery of services to children.  The 
court ordered the department to develop the plan.  The state filed a notice of appeal to the federal 
appeals court but it was never pursued.  In December 1996, the plaintiffs filed a motion related to  
DCF's failure to complete the resource development plan in a timely manner, and after two court 
hearings, the parties reached an agreement regarding the plan's completion. 
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The third instance of court activity, filed in February 1999, focused on DCF's failure to 
comply with the consent decree requirements regarding the foster care system.  Hearings and 
have been held throughout 1999; however, the issue is still pending before the court.  Another 
hearing on the matter is scheduled for September 1999. 

Compliance monitoring.  Implementation manuals were developed to operationalize 
requirements of the consent decree by identifying specific tasks, staffing levels, funding, and 
compliance schedules.  These manuals focused on the process to implement the consent decree 
requirements, and not on outcomes.  Rigidly drafted, the manuals quickly became unworkable.  
DCF subsequently drafted its own manuals, which are now used by the court monitor to track 
compliance.    

Initially, the court monitor was tracking over 1,000 requirements.  During the past three 
years, compliance monitoring has focused more on broader areas of concern and overall goals of 
the system, such as permanency for children in out-of-home placement and reduction of 
caseloads.  

Although the monitoring order requires the court monitor to issue a report on the 
department's compliance status every six months, the monitor ceased producing these reports 
about two years ago.  According to the court monitor it became too difficult and time-consuming 
to prepare written reports, and the court is satisfied with informal updates. 

The consent decree does not contain an exit plan or termination agreement.  Nor does the 
consent decree define a process to stop monitoring a requirement once full compliance has been 
achieved. The court monitor, however, intends to draft an exit plan that will measure outcomes 
based on the broad mandates contained in the consent decree.  The exit plan will also outline 
how an area can be removed from the monitoring process once full compliance is achieved and a 
method to vacate or suspend the consent decree or dismiss it without prejudice.  

Areas monitored.  While the consent decree addresses hundreds of specific issues, 
current monitoring is focused on broad goals and mandates.  These include: 

• caseload reduction; 
• foster care, particularly recruitment, licensing, training, and retention of foster 

homes, restructuring of the DCF division and units responsible for foster care, 
determination of resources, matching children with appropriate foster homes, 
and reducing multiple placements per child; 

• the agency's Safe Home initiative; 

• automated case management system and resource directory; 
• needs assessment and outcome-based contracting; 
• Child Abuse and Neglect Hotline (or Careline);  

• training; and 
• quality assurance, especially the treatment planning and case review process.   
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Because there is no written compliance report available, program review committee staff 
met with the court monitor to discuss the department's compliance status in the areas listed 
above.  Overall, the monitor is satisfied with DCF's recent efforts to meet the consent decree 
mandates and improve its performance.  The monitor believes the department, under the current 
administration, is making a "good faith" effort to comply; however, DCF is not in full 
compliance. 

Specifically, the court monitor is satisfied with the department's progress to date in the 
following areas: the Safe Homes program for children between the ages of 3 and 12 who are 
being placed for the first time in foster care; the agency's automated case management system; 
the Child Abuse and Neglect Hotline; the raining academy; and the treatment planning and case 
review processes.  However, at present, the department is not in full compliance with the foster 
care provisions or requirements related to needs assessment and outcome-based contracting.  
Although progress has been made by DCF in its method for calculating caseloads, this issue 
remains an obstacle to achieveing full compliance. 

Consent Decrees in Other States 

As part of its analysis, the committee staff conducted a telephone survey of agencies 
reponsible for children's services in other states.  Informaiton was obtained from 40 states.  One 
issue discussed with other states was whether they have federal court consent decrees or other 
legal actions in effect that cover aspects of their child protection services, children's mental 
health, or juvenile justice systems.   

Of the 40 states contacted, 21 are operating under a consent decree or judicial order 
affecting either their child protective services, mental health services, or juvenile justice system.  
As shown in Table II-1, the consent decrees focus overwhelming on protective services (16 of 
the 21 states).  Interestingly, 12 of the 16 states have consent decrees that target the foster care 
system.  Of the remaining five states, four have juvenile justice consent decrees, generally 
focusing on the conditions at reformatory facilities and institutions, and one state has a children's 
mental health consent decree.  

Three states -- Illinois, New York, and Pennsylvania -- have multiple protective service 
consent decrees.  In these states, child welfare systems are county-adminstered and thus have 
specific consent decrees.  One other state, Kentucky, has consent decrees in two different child 
welfare areas -- protective services and juvenile justice.  

All of the consent decrees, with the exception of Rhode Island’s, were ordered by federal 
courts during the 1990s.  Most (16 of 21) occurred prior to 1995.  Rhode Island's consent decree 
was ordered more than 20 years ago (in 1975) and focuses on that state's social worker training 
academy.  
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Table II-1.  States with Federal Child Welfare Consent Decrees 
Protective Services Juvenile Justice Mental Health 

Alabama 
Arkansas 

Connecticut 
Delaware 
Illinois* 

Kentucky* 
Maryland 
Michigan 
Missouri 

New Jersey 
New Mexico 
New York* 

Ohio 
Pennsylvania* 
Rhode Island 
West Virginia 

Georgia 
Hawaii 

Kentucky* 
South Carolina 

Maine 
 

*States with multiple consent decrees. 
 

 
In recent years, only one state -- Delaware -- has successfully complied with a consent 

decree allowing the court to vacate the order (terminate the consent decree).  The committee staff 
found only two states -- Idaho and Oregon -- of the 40 states contacted had avoided consent 
decrees.  While no suits were filed against these states, children's advocacy groups had 
threatened action to correct inadequacies in the child welfare systems.  However, the states' 
responses, prior to legal action, were deemed sufficient enough so that no suits were filed.  In 
addition, Louisiana, New York, and Virginia are currently litigating suits alleging inadequacies 
in the protective services system and juvenile justice and mental health facilities.    

From a state's perspective, an important aspect of a consent decree is a mechanism, such 
as an exit plan, for determining full compliance, which would vacate the decree.  As noted 
above, Connecticut's Juan F. consent decree has no formal exit plan.  The committee staff found 
only six states (Alabama, Arkansas, Delaware, Hawaii, Missouri, and New Jersey) that have an 
exit plan or termination agreement as part of their consent decrees.  As previously stated, only 
Delaware has successfully terminated its consent decree.  It should be noted that the lack of an 
exit plan or termination agreement does not prohibit the states from attaining full compliance or 
the court from vacating an order. 
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Figure III-1.  DCF Expenditures 
in millions
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Section III 

DCF Resources and Organization 

DCF's total expenditures 
(state, federal, and private), are 
shown in Figure III-1, at two year 
intervals beginning with FY 90, 
the last year prior to the consent 
decree, and ending with FY 98, 
the last year for which complete 
expenditure data are available.  
As illustrated by the graphic, 
spending by DCF more than 
doubled during the eight-year 
period.  This high growth rate has 
been continued by the FY 00 
appropriation, which increases 
the DCF's budget by nearly 26 
percent over FY 98 spending.  

The rapid increase in 
spending by DCF is about two 
and a half times the rate of 

increase in overall state spending during the same time period.  Figure III-2. 
compares the biannual increases in DCF's expenditures with the state as a whole.  
The chart shows DCF's spending increases ranged from 18 to 30 percent and 
exceeded overall state spending 
increases in each of the years 
compared.   

Figure III-3 graphs the 
relationship among the funds 
appropriated through the state's 
budget process (designated by the 
heavy horizontal line labeled as 
$0) and the funds requested by 
DCF, recommended by the 
governor, and expended by the 
department at two-year intervals 
between FY 90 through FY 00.  
The figure shows that in all but 
one of the years graphed (FY 00), 
DCF's budget requests exceeded 
the amount appropriated by the 

Figure III-2  Comparison of DCF & 
State Spending Increases  
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legislature.  Conversely, in only one of the years was the governor's recommendation greater 
than the amount appropriated. 

 

 
 

Organization of the DCF budget. DCF's budget requests seek funding to support its 
management services and four levels of client services.  According to the department, the four 
levels represent a continuum of care for children and include: youth and community development, 
support, supplemental, and substitute services.  Despite significant changes in the department's 
mission statement between 1990 and 1998, which were outlined in the previous section, no 
substantive revisions in DCF's description of the four service levels occurred until the 2000 
budget submission. 

 
A description of each budget level is contained in the box below.  Changes in the 

descriptions introduced in the FY 00 budget document are shown by marking additions with 
bold-capitalized type and deletions with a strike-through line.  An examination of the 
modifications show they correlate with the shift in DCF's mission - discussed in Section II - from 
family preservation to protecting the safety of the child.  This is most clearly demonstrated by 
the changes highlighted in Level II and to a lesser degree by the changes in Level III. 

 
Unfortunately for analytical purposes, DCF's budget levels do not directly correspond to 

the department's statutory mandates.  In some instances, the mandates can be related to a single 
budget level, while in other cases a mandate may be addressed through programs financed under 
two or three of the levels.  For example, the programs supporting DCF's prevention 

Figure III-3.  Relationship between Budget Appropriation and DCF 
Request, Governor's Recommendation, and Expenditures
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responsibilities are found under Level I, youth and community development.  On the other hand, 
financial support for programs dealing with DCF's protective services mandate can be found 
under Levels II, III, and IV.  As a result, caution must be used interpreting the data below, which 
deal with changes in expenditures by budget level over time. 
 
 

Changes in DCF's Budget Levels Descriptions from FY 94 to FY 00 Budget Requests 
 
Level I of the continuum is Youth and Community Development Services which promote the healthy 
functioning of children and youth who are POTENTIALLY at risk of abuse, neglect, mental illness, 
alcohol and other drug use, or delinquency by encouraging the healthy involvement of children and youth 
in their families, at their schools, among their peers, and in their community [This level of care serves the 
largest number of children, youth and their families for the lowest unit cost and is the least intensive and 
least restrictive form of intervention.] 
 
Level II of the continuum is Support Services which protects children from abuse or injury, [prevents 
children's removal from their families and homes, enables to children and their families to manage their 
problems] PROVIDES IN-HOME SERVICES TO CHILDREN AND THEIR FAMILIES AND 
ATTEMPTS TO REUNIFY CHILDREN (from substitute out-of-home care) with their families.  This 
level of care serves children, youth, and their families in their own homes and communities. 
 
Level III of the continuum is Supplementary Services which HELPS restore the functioning of children 
and youth and [develops the ability of parents to cope with family life so that children and youth can 
remain safely at home] ENABLES YOUTH TO REMAIN IN THE COMMUNITY.  Supplementary 
care, provided through Extended Day Treatment programs, often compensates for parental limitations or 
the child's serious impairment.  [This level of care serves a small number of children, youth, and their 
families in order to maintain children in their own homes.] 
 
Level IV of the continuum is Substitute Services (out-of-home placement) including residential treatment 
and foster family care which protect children and/or the public and restore the child so he/she may return 
home or to a permanent placement which is most family-like and least restrictive.  Substitute services 
treat children and youth who require the most intensive level of care and protect children who have been 
seriously abused and must be removed from their homes.  The most intensive substitute services are 
provided by DCF-operated institutions.  GENERALLY, less intensive substitute services are offered by 
private/non-profit temporary shelters, group homes, residential facilities, and substance abuse treatment 
facilities.  The least intensive and least restrictive Substitute Services are offered by foster families.  Care 
and treatment at this level, in general, is the most costly, most intensive and most restrictive of the four 
levels of care. 
 

 
 

Figure III-4 depicts the changes in DCF's total spending by level between FY 90 and FY 
98, the last year for which complete expenditure data were available.  The figure shows the 
biggest increase was in management services (281 percent) and the smallest gain was in Level I, 
which as noted above is mainly composed of the department's prevention services (10 percent).  
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The large increase in expenditures 
under management services can be attributed 
to a number of factors.  Chief among these is 
the near consensus view that DCF's 
management infrastructure (e.g. organization,  
staff, technology, training, etc.) was woefully 
inadequate in the 1980s and early 1990s and 
additional resources were needed.  Other 
factors contributing to this rise include a 
change in the state budget process resulting in 
an agency's workers' compensation costs 
being included in the agency's budget, the 
inclusion of the cost of operating DCF's 
training academy mandated by the consent 
decree, and DCF's tendency to use the 
management services category to temporarily 
house the costs of the new programs. 

Within the level of care continuum, the biggest increase during the FY 90 - FY 98 period 
occurred in Level II, support services (163 percent).   The programs driving the increase in 
spending under Level II were Children's Protective Services (up 242 percent from roughly $24.1 
million to $82.3 million), adoption services (up 204 percent from roughly $6.7 million to $20.4 
million), and the community protective services program (up 99 percent from roughly $4.8 
million to $9.5 million).  All three of the programs are associated with DCF's protective services 
mandate.  Conversely, the program under Level II exhibiting the least amount of growth was 
community child psychiatric services (up 26 percent from roughly $8.5 million to $10.8)), which 
is associated with the department's mental health mandate. 

The third budget category to more than double its expenditures between FY 90 and FY 
98 was Level IV.  Programs under this level include foster care, private facilities, and DCF 
facilities.  Foster care, the Level IV program directly related to DCF's child protection mandate, 
sustained the largest increase in expenditures of the three programs, 344 percent (from roughly 
$15.2 million to $67.4 million).  Spending on DCF facilities -- its juvenile justice and mental 
health institutions --  showed the least growth, 36 percent (from roughly $33.8 million to 
$46.2million). 

In general, spending programs associated with the department's child protection mandate 
grew at a much higher rate than spending on programs linked to DCF's other mandates. This is a 
strong indicator regardless of the driving force, the stated shift within DCF from family 
preservation to child safety was more than words on paper. 

 The effect on resource allocation of the different growth rates associated with the shift in 
DCF's philosophy can be seen in Figure III-5.  The figure compares the distribution of spending 
among DCF's five major budget categories prior to the consent decree (FY 90) with the spending 
distribution for the most recent year for which final expenditure data were available (FY 98). 

Figure III-4  Percent Increase in 
Spending by Level FY 90 - FY 98
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Figure III-5  Distribution of 
Spending in FY 90 vs. FY 98
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The figure shows the proportion of 
DCF's spending on Level II programs rose 
from 33 percent in FY 90 to 37 percent in FY 
98.  Similarly, management services share of 
DCF's expenditures increased from 6 percent 
in FY 90 to 10 percent in FY 98.  The 
proportion of DCF's expenditures accounted 
for by the other three categories all declined 
between FY 90 and FY 98.  The decrease was 
2 percent in Level II, 0.5 percent in Level III, 
and 5 percent in Level IV. 

Interestingly, despite having the 
biggest decrease relative to the other 
categories, Level IV remained the largest 
budget category at 51 percent of total DCF 
spending in FY 98.  Level IV illustrates what 
is taking place throughout the DCF budget.  

Spending on programs not directly associated with the child protective services mandate, such as 
DCF facilities for the juvenile justice and mental health populations, grew slowly (36 percent), 
while spending on programs related to the protective services mandate, such as foster care, grew 
rapidly ( 344 percent). 

Children's Budget 

 In February 1999, the General Assembly’s Office of Fiscal Analysis (OFA) produced 
what is called a "children's budget."  Due to the nature of the state's budgeting and accounting 
systems a number of caveats had to be attached to the document.  Nevertheless, the budget is a 
good source of data, when used for its intended purpose, for describing in broad terms the 
allocation of resources to address children's needs. 

 Overall, the Children's Budget identified 13 agencies with programs aimed specifically at  
children 18 years old and younger.  Table III-1 lists the agencies, amount of money expended on 
children's programs in FY 96, FY 97, and FY 98, and share of the total expenditures by each 
agency. 

 The table shows spending on children's services is increasing, although its share of total 
state spending remained constant at about 26 percent.  The relatively minor year-to-year 
variation among agencies in terms of the percent of total funds expended indicates no single 
agency is acting as a driving force. 

In terms of total spending on children, DCF ranks a distant third to the Department of 
Social Services (DSS) and the State Department of Education (SDE).  The three agencies 
account for approximately 97 percent of the total expenditures, with DCF's share being about 12 
percent.   
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TABLE III-1. CHILD-RELATED EXPENDITURES BY AGENCY 
Agency FY 96 FY 97 FY 98 FY 96 FY 97 FY 98 
 In $millions Percent of total 
State Department of Education $1,462.4 $1,471.4 $1,521.2 55.5% 54.4% 53.0% 
Department of Social Services $813.4 $824.7 $916.9 30.9% 30.5% 32.0% 
DCF $295.3 $329.7 $343.8 11.2% 12.2% 12.0% 
Judicial Department $19.2 $26.5 $31.8 .7% .1% 1.1% 
Department of Mental Retardation $10.1 $21.0 $23.0 .4% .8% .8% 
Department of Public Health $15.0 $15.6 $16.9 .6% .6% .6% 
Bd. of Ed. & Services for the Blind $11.4 $8.8 $7.1 .4% .3% .3% 
Office of Policy & Management $5.7 $3.5 $4.1 .2% .1% .1% 
Attorney General. $1.7 $2.3 $2.8 .1% .1% .1% 
Department of Labor $.7 $.8 $.8 <.1% <.1% <.1% 
Commission on Children  $.3 $.3 $.3 <.1% <.1% <.1% 
Office of the Child Advocate  $.1 $.1  <.1% <.1% 
Department of Public Works  $.1 $.1 $.1 <.1% <.1% <.1% 

Total $2,635.3 $2,283.4 $2,869.0    
Source of Data: Children's Budget  

 

Also included in the Children's Budget is a breakdown of spending by program type.  A 
brief description of the programs identified in the budget document follows: 

Advocacy: programs that promote and protect children's interests 

Behavioral Health: programs that provide mental health or substance abuse 
services 

Child Care: programs that provide child care subsidies to individuals, grants to 
facilities, and regulation of child care facilities 

Child Welfare: programs aimed at preventing abuse and neglect and providing 
services to those who have been abused or neglected 

Education: programs that assist children to learn directly or indirectly through 
support for planning and administration  

Family support: DSS support programs aimed at children 

Health: programs that provide to children direct medical services, prevention, and 
screening 

Juvenile Justice: programs that support planning and treatment for juveniles 
adjudicated delinquent 

Mental Retardation/Early Intervention: programs that support developmentally 
disabled children 



 

 
Program Review and Investigations Committee Staff Briefing:  September 15, 1999 

 
25 

Youth Services: programs that provide support for youth service bureaus, youth 
camps, and summer youth employment 

 Table III-2 lists the programs identified in the Children's Budget, the amount of money 
spent on each program in FY 98, the allocation of the money among the programs, the amount 
spent by DCF on each program, percent of total program spending accounted for by DCF, and 
the internal allocation of DCF's spending among the programs. 

Using share of spending as the criterion, DCF is the lead agency for child welfare and 
behavioral health programs and shares the lead role with the Judicial Department in the juvenile 
justice area.  In terms of its internal allocation, the Children's Budget indicates DCF spends about 
three-quarters of its money on child welfare programs (i.e.,  programs aimed at preventing abuse 
and neglect and providing services to those who have been abused or neglected).  DCF spends an 
estimated 15 percent of its money on behavioral health programs (i.e., mental health and 
substance abuse prevention and treatment) and around 10 percent of its funds in the juvenile 
justice area. 

 An examination of the three year spending trends reported in the Children's Budget (FY 
96 - FY 98) reveals DCF's expenditures in the child welfare area were up 23.2 percent.  The 
department's spending on behavioral health programs was up 3.1 percent and juvenile justice 
expenditures were down 6.3 percent.  This resource allocation pattern is another indicator of 
where DCF is placing its priorities. 

 Table III-2.  Child Related Expenditures by Program 

 
Program 

FY 98 
Spending in 

millions 
Share of spending 

on children 

DCF's FY98 
Spending in 

millions 
DCF's share 
of   program 

Distribution of  
DCF's spending 

Advocacy $3.2 .1% $0 0% 0% 
Behavioral Health $51.2 1.8% $50.3 98.4% 15% 
Child Care $133.5 4.7% $0 0% 0% 
Child Welfare $259.0 9.0% $259.0 100.0% 75% 
Education $1,516.0 52.8% $2.8 .2% 1% 
Family support $190.3 6.6% $0 0% 0% 
Health $618.0 21.5% $0 0% 0% 
Juvenile Justice $63.3 2.2% $31.7 50.0% 10% 
Mental Retardation $23.0 .8% $0 0% 0% 
Youth Services $11.6 .4% $0 0% 0% 
Source of Data: Children's Budget 

 
Budget summary.  The review of DCF's budget documents reveals a significant increase 

in the financial resources available to the department.  The increase seems to have been 
disproportionately directed toward addressing the department's child protection mandate.  
Whether this is appropriate policy is a question that can not be answered solely based on a 
description of where the money went. 
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Department Organization 
 

The Department of Children and Families' organization is evolving under the current 
commissioner, who was appointed in February of 1997.  The latest agency organization chart is 
shown in Figure III-6.  It shows the agency consists of four divisions:  Programs; Strategic 
Planning and Research; Management; and Fiscal and Human Services.  The programs and 
management divisions are headed by deputy commissioners, while fiscal and human services is 
overseen by an assistant commissioner.  The strategic planning division is scheduled to be 
headed by a director, although the position is currently vacant. 

  
Programs Division.  The Bureaus of Child Protection, Juvenile Justice, and Health and 

Educational Services are located in the programs division along with the Office of Foster Care 
and Adoption Services.  The child protection bureau oversees the department's five regional 
offices and nine sub-offices.  

 

 
The DCF regions were created in 1987 to decentralize administrative and programmatic 

responsibilities and to increase local involvement in the administration and evaluation of 
community programs.  Figure III-7 is a map showing the boundaries of the regions and locations 
of the regional offices.  The regional offices have primarily responsibility for all field operations 
related to child protective services including: investigating allegations of abuse or neglect; case 
management or treatment of open cases involving intact families or families with children in out- 

Figure III-6. DCF Organization (Draft)
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of-home placement; and foster family assessment and licensing.  The department is in the 
process of regionalizing its budget and contracting processes to give the regional managers more 
authority and responsibility for allocating resources to best meet the needs of the clients in each 
region. 

The juvenile justice bureau has primary responsibility for dealing with children 
adjudicated as delinquents and placed in the custody of DCF.  The bureau oversees Long Lane 
School  and the parole services program for juveniles, which is administered on a day-to-day 
basis by the facility's superintendent and staff. 

The health and education services bureau is responsible for ensuring children living in 
any DCF facility or other out-of-home placement receive proper medical care, including 
behavioral health services, and educational programming.  It oversees two DCF mental health 
facilities, Riverview Hospital and High Meadows, which are run by facility superintendents.  
Educational services for DCF clients in agency facilities are provided through its  Unified School 
District #2, a DCF entity authorized by the State Board of Education and headed by a 
superintendent of schools.  The school superintendent also administers the Wilderness School, an 
Outward Bound-type program run by the agency primarily for delinquent adolescents. 

The Office of Foster Care and Adoption Services supports regional activities to recruit, 
license, and train foster and adoptive families and the state-wide efforts to retain foster parents. 
The department's adoption specialists, who develop adoption plans and provide case 
management for adoption cases, are assigned to this office. 

Division of Strategic Planning and Research.  This division is responsible for agency-
wide planning, monitoring implementation of the consent decree, and providing research 
services.  The department's information systems unit, which is responsible for all computer-
related services, including administration of the agency's automated case management system, is 
also located in this division.   

Management Division.  The Bureau of Quality Management, which is responsible for 
the agency's internal and external quality assurance functions, and the DCF training academy, is 
included within the management division at present.  The department's quality management 
activities are described in the following section (Section IV).  The training academy, which was 
established to meet consent decree requirements, provides pre-service and in-service training for 
all DCF employees.   

Division of Fiscal and Human Services.  The division, through its finance bureau, is 
responsible for all fiscal operations of the agency including budget preparation and resource 
allocation, accounting, and contracting.  All personnel functions are also handled by staff within 
this division. 

Organizational issues.  The current draft nature of the department's organization is 
reflective of its structural history.  A review of DCF's organization over time shows at least 21 
reorganizations between 1970 and 1999.  The restructurings were brought about by variety of 
factors including the need to incorporate new mandates;  address the consent decree, and respond 
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to six commissioner changes as well as legislative shifts in philosophy and resources. Except for 
a brief period in the early 1980s, the department has reorganized itself every year.   

The unstable nature of the department's organizational structure has contributed to several 
long-standing management issues. The issues, which have been repeatedly identified in past 
management studies of the agency (see Appendix D), include: overlapping responsibilities; weak 
accountability; amorphous roles; and  overly broad spans of control for managers.  

Management concerns are clearly evident within the agency's Bureau of Child Protection.  
The bureau, which is responsible for the bulk of the agency's resources and activities including 
all protective services field operations, is not a stand-alone functional division.  Rather, the 
bureau is one of four within the programs division, each of which must compete for the attention 
of one deputy commissioner.  The ability of a manager located at this level of the organization  
to ensure consistency among regional office operations and compliance with agency protective 
services policy has been questioned by outside reviewers and the agency's own top managers.   

Several additional issues with respect to key management roles and relationships are 
raised by the agency's current configuration.  These include the following observations:  

• there is no clearly identifiable unit or staff responsible for preventive services, 
a primary mandate of the department;   

• responsibility for the department's mental health and substance abuse 
mandates rests with two directors within the health and education bureau;  

• the mental health director does not have any clear authority regarding DCF's 
residential facilities even though each provides mental health treatment and 
services, has no management control over the voluntary services program 
which serves seriously emotionally disturbed children and their families who 
are not involved protective services case, and has no direct role in overseeing 
the agency's new pilot program to develop the continuum of care model for 
providing community-based mental health and other services to children;  

• for the past 18 months, the health and education division has been 
administered by an acting director, who is also the superintendent of 
Riverview Hospital; and  

• to date, the department has not filled the director position for its Strategic 
Planning and Research Division.  

 
Management issues are also raised by the central office staffing levels for key mandates. 

The agency's mental health division is currently comprised of two individuals, although three 
additional positions, two professional and one administrative support, were recently authorized 
to carry out the state mental health mandate for all children and youth in the state.  The central 
office substance abuse staff, responsible for the state's alcohol and drug treatment and prevention 
mandate for those under age 18, consists of four individuals.  DCF's Bureau of Juvenile Justice is 
staffed by four central office positions -- a director and three assistants.  There are 4 central 
office and 14 regional office manager positions with direct responsibility for various aspects of 
child protection services. 
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Section IV 

DCF Management and Planning 

DCF, like child welfare agencies across the country, faces widely 
recognized management challenges. A recent U.S. Government Accounting 
Office (GAO) report on state and local child protection agencies found they are 
plagued by systemic weaknesses that undermine effective management.4  These 
weaknesses include difficulties in:  

 
• maintaining a skilled workforce; 
• consistently following key policies and procedures 

designed 
to protect children; 

• developing useful case data and recordkeeping 
systems such 
as automated case management; and 

• establishing good working relationships with the 
courts. 

 
The management weaknesses outlined in the GAO report clearly have 

been issues for Connecticut's consolidated children's agency.  These and other 
management problems led to the 1989 law suit and resulting consent decree.  
Lack of planning, inadequate information systems, weak accountability, and 
ambiguous management structures are repeatedly cited as deficiencies in reports 
produced by outside consultants and the program review committee over the 
past 20 years.  (Findings and recommendations from prior reports on DCF are 
summarized in Appendix D.)  Preliminary information on the current status of 
several key management functions is highlighted below.  

Planning  

A primary management duty of the Department of Children and 
Families, by statute, is to plan and evaluate a comprehensive and integrated 
statewide program of services for children and youth.  The agency is required by 
state and federal law to produce a number of planning documents, including a 
five-year master plan to be submitted to the General Assembly biennially.  The 
state mandated master plan must incorporate a comprehensive mental health 
plan for children and adolescents, a comprehensive plan developed in 
conjunction with the Department of Mental Health and Addiction Services for 
                                                        
4 Child Protective Services: Complex Challenges Require New Strategies, U. S. Government 
Accounting Office,  July 1997. 
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substance abusers, and a written plan for the prevention of child abuse and neglect.   

Current planning documents.  DCF has not produced the statutorily required master 
plan since 1986.  Mental health and child welfare plans are prepared each year as part of state 
grant applications for federal funding in these areas.  In addition, the department, as a member of 
the state alcohol and drug policy council, participated in developing the first statewide 
interagency substance abuse plan, which was submitted to the governor and General Assembly in 
January 1999.  Other than the recent report on the site selection for a new Long Lane School, no 
planning document has been prepared concerning juvenile justice matters. 
 

A variety of special plans have been prepared in recent years, both in response to consent 
decree requirements and agency initiatives.  For example, a plan for DCF facilities was issued in 
February 1999,  a draft statewide training plan for 1998-1999 was prepared by the DCF training 
academy, and a draft plan for quality assurance was developed in March 1999 by the agency's 
quality management office.  In compliance with consent decree provisions, the department just 
completed its Program Assessment and Resource Allocation (PARA) Plan for 1999.  The PARA 
plan documents how resources will be allocated among various service categories based on the 
agency's annual assessment of services needed  by children and families.   
 
 Strategic plan.  None of the documents currently produced by DCF fulfill the purpose of 
the agency master plan, which by law should contain: 
 

• the department's long range goals and current level of attainment; 

• a detailed description of the types and amounts of services provided; 
• a detailed forecast of the service needs of current and projected target 

populations; 

• detailed cost projections of alternative means for meeting projected needs; 

• funding priorities for each of the five years included in the plan and specific 
plans indicating how the funds are to be used; and  

• an overall assessment of adequacy of children's services.  
 
At the direction of the commissioner, the department's planning division is working on a 

new strategic plan for the agency as a whole that will set goals and identify actions required to 
implement them.  The strategic action plan, which is expected to be finalized over the next six-
to-nine months, is also intended to serve as the rolling master plan called for by state statute.  

Planning and research functions.  Statewide planning is the responsibility of the small 
strategic planning division, comprised of seven professionals and two support staff, in the central 
office. Central office planning staff actually spends about half its time working on annual federal 
grant applications and related state plans and the rest on consent decree implementation issues 
and strategic planning.  A new function the staff intends to undertake in the upcoming year is 
resource development -- finding new public and private funding sources to support agency 
activities.  
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Planner positions are also assigned to the regional offices. In general, the regional 
planners spend most of their time on contract administration and provider relations, not assessing 
client needs and developing programs.  Through their contract management functions, however, 
needs for new or expanded services can be identified and forwarded to the central office for 
consideration. 

At present, no staff in DCF are devoted to analyzing trends, reviewing research, and 
compiling and coordinating the vast amount of data generated throughout the agency.  However, 
formation of a planning and research unit is discussed in the current PARA plan.  The only part 
of the agency regularly conducting research now is the new quality assurance unit that oversees 
analysis of data collected through the performance-based contract and administrative case review 
processes.     

Advisory groups.  Two statutory entities central to department planning efforts are the 
State Advisory Council (SAC) and the agency's five Regional Advisory Councils (RACs).  The 
State Advisory Council consists by law of 15 gubernatorial appointees including a child 
psychiatrist, an attorney, three persons between ages 15 and 22, child care professionals, five 
child care professionals and representatives of young persons, parents and others interested in the 
delivery of services to children and youth.  The SAC is responsible for recommending service 
improvements to the commissioner, annually reviewing and advising on the agency's proposed 
budget,  issuing reports it deems necessary, and interpreting the department's policies, duties, and 
programs to the community.  In recent years, the council has been primarily reactive; it has 
provided comments on agency budgets and plans but has not produced any independent reports 
or policy initiatives. 

The council's role and influence has varied with each agency commissioner.  At present,  
the DCF commissioner usually attends the council's monthly meetings and has asked the 
council's assistance in developing the latest strategic plan.  In addition, a mental health 
subcommittee of council has been designated to serve as the state's citizen advisory council for 
children's mental health planning as required by federal law.   

The statutes require the DCF commissioner to create regional advisory councils of not 
more than 21 persons to provide advise on the development and delivery of services in each DCF 
region and to facilitate coordination of services for children, youth, and their families in the 
region.  The majority of members of each RAC must earn less than 50 percent of their salaries 
from providing services to children and families with the balance made up of representatives of 
private human service providers in the region.  Each DCF regional office assigns a worker to 
staff its RAC.  The relationship of the regional councils to the department has varied over time 
and among regional advisory councils, ranging from critic to partner.  Under the current 
administration, the RACs have participated in the development of  the agency's routine planning 
documents as well as the PARA plan.  

Another important advisory group with a special purpose is the critical response team 
established under P.A. 99-26, the legislation mandating a new juvenile training school to replace 
Long Lane.  The nine-member team, which is comprised of representatives of state agencies, the 
governor's office, a private residential treatment facility, and the judicial branch, is responsible 
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for making recommendations on the operation of the new training school and on DCF's oversight 
of delinquent children in its custody.  Its recommendations must be reported to the governor and 
General Assembly by January 1, 2000. 

Information Systems 

A major management deficiency continually cited in studies of DCF is the lack of an 
effective automated information system.  At present, the department’s main computer support for 
its daily operations is known as LINK.  The multi-million dollar system, which became 
operational in 1996, was funded in part with federal grant dollars made available to all states to 
help create single statewide computerized child welfare information systems. 

Ultimately, LINK is intended to be the agency's case management system capable of 
tracking the history and current status of all DCF clients, producing reports for planning and 
policy purposes, and carrying out certain fiscal functions.  Now it is used primarily for 
processing payments for out-of-home placements for children in protective services case and 
reporting caseload and staffing data to the court monitor.  

A major limitation of LINK at this time is the fact that data related to clients of DCF 
facilities, which include Long Lane School and the mental health institutions, are not 
incorporated in the system.  Also, the system only includes case information back to 1996; prior 
data on cases must be retrieved from the agency’s former computerized systems and from paper 
files.  Agency officials also caution against using information produced through LINK without 
checking other sources since data entry problems and programming issues have resulted in 
inaccurate or unreliable reports.    

Quality Assurance 

A strong quality assurance mechanism within the Department of Children and Families is 
required by the consent decree and by federal law and regulation.   Quality assurance has 
involved different functions and organizational locations over the past 10 years but currently is 
carried out by the department's Bureau of Quality Management, which was established in early 
1998.  In addition to an administrative case review process, the units in the bureau's continuous 
quality improvement division are responsible for: licensing the facilities subject to DCF 
regulation (e.g., clinics, shelters, residential treatment facilities, etc.); investigating complaints 
concerning licensed facilities and other providers of children's services;  conducting special, 
internal reviews of critical incidents (i.e., child fatalities and serious injuries); and analyzing 
information on the performance of outside service providers.   

The foundation of DCF's quality assurance function is the administrative case review 
(ACR) process.   Implementation of the current process, developed in consultation with the court 
monitor, began in one regional office in February 1998 and is expected to be fully in place in all 
regions by the end of 1999.  Under the process, an independent review of nearly every open 
protective services or voluntary services case involving out-of-home placement is conducted 
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every six months "to ensure the right services are provided at the right time in the best way for 
children in the custody or supervision of the Department of Children and Families."5  

The ACR process is integrated into the department's overall treatment planning process. 
In addition to providing regular assessment of the status of each active treatment case, 
administrative case review is being used by the department to: 

• systematically collect data on all cases reviewed; 

• prepare quarterly caseload profiles for regional and central planners that can 
help identify service trends and needs; and 

• identify corrective actions for improving case practices. 
                                                        
5 The consent decree ACR process does not apply to juvenile justice cases unless the child is dually committed to 
DCF.  In compliance with federal requirements, however, similar administrative case reviews of children at Long 
Lane or on parole and in an out-of-home placement are conducted by a Long Lane staff person. 
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Section V 

DCF Activities  

This section provides an overview of the major activities DCF 
undertakes to carry out its mandates for protective services, juvenile justice, and 
mental health and substance abuse.   Agency programs and facilities as well as 
the key steps the department follows in providing services to clients in each area 
are described below.  The section also contains some preliminary information on 
workload.   

Program review staff had planned to include an analysis of the cross-
over among major DCF client groups -- protective services, juvenile justice, and 
mental health -- in terms of services provided, and had requested data necessary 
to conduct the analysis from DCF in April 1999.   The department was unable to 
provide the information as requested or an alternative method for accurately 
identifying the proportion of its clients who are single- versus multi-service 
cases.   

Ultimately, the department responded in a August 1999 letter that its 
automated information system: (1) was not capable of generating data on the 
cross-over between child protection and juvenile justice; and (2) could not 
provide information for any client population receiving mental health services 
unless those services were provided in a residential placement paid for by DCF.   
Therefore, the following description of DCF's activities contains no quantitative 
analysis to support the department's position that the children it serves under 
each mandate are very similar and often move from one service area to another. 

DCF receives clients from a variety of sources including the courts, 
schools, police, hospitals, private service providers, neighbors, and parents.  
There is no single point-of-entry into the department nor is there a single intake 
or case management process for all cases.  In fact, protective services, juvenile 
justice, and voluntary mental health services case processes are distinct and 
rarely integrated within DCF. Each service area has a separate case management 
system and staff as well as its own facilities, contractors, and programs.  

The majority of DCF clients are involved in protective services cases; a 
portion receive mental health and substance abuse services and a small number 
are "dually committed."  These are children committed to DCF care by the court 
as a result of an abuse or neglect case and as a delinquent in a juvenile justice 
matter.  Typically, the juvenile justice commitment takes precedent in terms of 
services and case management until the end of the 18-month or 4-year 
commitment period and, if the protective services case is still active, the case is 
then managed by the regional treatment office. Protective services may continue 
to be provided to the juvenile's family as part of the ongoing abuse or neglect 
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case.  Juvenile justice and protective services staff, however, do not routinely coordinate services 
or consult on treatment planning.  

 
Protective Services   
 

Protective services is a specialized DCF responsibility extended to families in behalf of 
children who are abused, neglected, uncared-for, or abandoned.  It is involuntary in that the 
parents or guardian of the child generally do not ask for department services and DCF cannot 
allow the child to continue in the unsafe situation.  Protective services continue until the agnecy 
determines the child is receiving proper care in the birth home, has been permanently placed in 
another home environment, or has aged-out of the child welfare system at 18 or, under certain 
circumstances, 21 years old. 

 
Reports.  Figure V-1 outlines the protective services case process.  It begins with a report 

of alleged abuse, neglect, abandonment, or endangerment of a child made to the DCF Child 
Abuse and Neglect Hotline.  Reports are evaluated by hotline staff for severity and classified as 
low, moderate, or high risk.  The classification level determines the appropriate response time for 
beginning an investigation.  The response time for investigation ranges from two hours for a 
report involving a death or serious injury or the risk of death or serious injury to 24 or 72 hours 
for other, non-life threatening situations. 

 
Table V-1 shows the total number of calls processed by DCF's hotline, not all of which 

were reports of abuse or neglect.  The number of calls investigated has increased over the three-
year period, rising by 3.4 percent in FY 98 and 3.7 percent in FY 99.   At the same time the 
percentage of calls investigated by DCF decreased slightly.   
 

Table V-1. Number of Calls to DCF Hotline and Investigations 
 

Activity FY 97 FY 98 FY 99 
Total Reports 34,316 38,682 42,164 
Total Investigated 28,786 29,769 30,938 
Source of Data: DCF 
 

Investigations are conducted by regional office investigators or by hotline investigators 
during after-business hours.  All investigations must be completed within 30 days.  The 
investigation has two objectives: (1) ensure the child's safety; and (2) begin the process of 
service delivery to the family.   

 
Treatment.  Substantiated reports are referred within the regional office to a treatment 

unit for case management and service referral.  Treatment is aimed at assessing and addressing 
the child's and parents' needs in order to preserve the family unit and protect the child. The 
treatment relationship between DCF and the family, which is often long-term and can be multi-
generation, frequently addresses various related problems that contribute to or exacerbate 
abusive or neglectful behavior, such as poverty, homelessness, physical or mental illness, alcohol 
and substance abuse, criminal activity, and a lack of educational or employment opportunities.  
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Figure V-1. Protective Services Case Process
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A written treatment plan for every child under DCF supervision is required to be 

developed and reviewed every six months.  A treatment plan is a working agreement between 
DCF, the child, family, and any treatment service provider (e.g., foster family or residential 
facility).  A treatment plan states the diagnosis of the child's and/or family's problems and the 
services to be provided; based on assessment information, observable and measurable treatment 
goals are also defined.  DCF treatment plans provide a "dual track" -- one that outlines the 
primary case management and service delivery aiming for reunification of the family and a 
contingency plan, or secondary track, for permanent placement (e.g., adoption or independent 
living) should reunification efforts fail. 

Out-of-home placement of a child can occur at any point in a protective services case.  
For example, a child in imminent danger of serious physical or sexual abuse can be removed 
from his or her home within hours of a report to DCF or a child can be placed at the conclusion 
of the 30-day investigation or any point during DCF's involvement with the family.  Children 
may also be placed more than once.  Some children are placed in several different foster homes, 
some rotate between foster care and residential care or hospitals, and others return home to their 
birth families only to be replaced in foster care when the reunification efforts do not work.  
Multiple placements occur for a variety of reasons including inappropriateness of the placement, 
lack of resources, clinical error, or problems of the child.   

Removal.  The four primary ways in which children are removed from their homes are: a 
96-hour hold; an Order of Temporary Custody (OTC) by the court; court commitment to DCF; 
or voluntary placement.  A 96-hour hold, used by the department when serious conditions pose 
imminent danger to a child, can be granted by a regional administrator, DCF commissioner, or 
medical personnel in a hospital setting.  The hold is issued without the parents' permission or 
prior knowledge, and is not reviewed by the court. To continue custody of a child beyond the 96 
hours, DCF must be granted an order of temporary custody by the court. 

An order of temporary custody is granted by the court when a child is in need of court 
protection.  DCF becomes the child's guardian for an initial 10-day period, during which a show 
cause hearing is held.  The court may continue DCF's custody of the child for 30 days or return 
the child to his or her family.  In either case, a full hearing is scheduled by the court within 30 
days to determine whether or not the allegations can be substantiated warranting the child's 
commitment to DCF care. 

The third way a child can be removed from home is through a commitment proceeding. A 
child is commitment when a court finds the child, while not in any imminent danger, is still in 
need of protection.  DCF may be granted care and custody of a child for a period not to exceed 
12 months.  The department can petition for a revocation which is a return of a committed child 
to the home, an extension of the commitment for another 12-month period, or termination of 
parental rights. 

The fourth method of removal is voluntary placement.  Parents may request their child be 
removed from the home for a period of up to 90 days usually for short-term problems within the 
family, such as children who run away, have psychiatric, emotional, or medical problems, or 
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exhibit unusual or uncontrollable behavior.  The parents retain all rights to and responsibilities 
for the child and, at their request, the child must be returned immediately to the home. 

Placements.  During 1999, the department contracted with 14 private providers to 
operate  Safe Homes, a new type of residential placement for children between the ages of three 
and 12 who are removed from home for the first time.  Safe Home programs include a 45-day 
intake and assessment process, which serves as a pre-placement period and allows the 
department to evaluate a child's needs and determine the most appropriate longer-term 
placement.  

The department also requires all placements in a residential facility or program, for any 
reason, be approved by a central office child placement team (CPT).  The CPT is responsible for 
managing placement resources and assuring the appropriateness of a placement.  The team is 
comprised of DCF staff and, on the request of the Family Court, a probation officer. 

During FY 99, DCF reported serving 42,041 children in 16,635 families involved in 
protective services cases, in FY 98, it served 38,283 children in 14,706 families and, in FY 97, 
38,771 children in 15,111 families.  Because a protective services case often results in long-term 
involvement between DCF and its clients some children and families are counted in all three 
years, and many DCF-involved families consist of more than one child. 

As shown in Table V-2, DCF has made more than 6,000 protective services placements 
in foster care, relative care, and various types of residential programs each year since FY 97.  It 
is important to note this is a count of placements made and not individual children placed.  A 
child may be placed more than once, with each placement counted separately.  The most 
common type of placement is a foster family home followed by placement with a relative, and 
then residential programs.  Residential program placements have increased substantially in each 
of the last two fiscal years, growing 30 percent in FY 98 and 19 percent in FY 99.  The total 
number of placements have increased at an annual rate of 3.8 percent and 3.1 percent over the 
past two fiscal years. 

 
Table V-2. Number of Out-of-Home Placements by DCF 

Placement FY 97 FY 98 FY 99 
Foster Care 4,313 4,161 4,163 
Relative Care 929 1,203 1,425 
Residential Program 948 1,131 1,090 
Other* 183 117 138 
TOTAL 6,373 6,612 6,816 
*Other placements include independent and adolescent living programs. 
Source of Data: DCF 
 

The department conducts administrative case reviews every six months on all abuse and 
neglect cases.  The process is designed to review compliance with required case management 
practice as well as the treatment services identified as needed by the client, those used, and those 
needed but not provided and why.  
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Juvenile Justice   

The Department of Children and Families has a limited, but important, role in the 
juvenile justice process.  It is responsible for the supervision and treatment of delinquent youth 
committed by the court.   To accomplish its juvenile justice mandate, DCF operates Long Lane 
School, a secure care facility, funds residential treatment and custody programs, and provides 
community supervision of "paroled" delinquents.  DCF considers any delinquent not housed at 
Long Lane School to be "paroled", however, this program bears little resemblance to the adult 
parole system. 

Adjudication.  The bulk of the juvenile justice system is administered by the Judicial 
Branch, specifically Family Court and juvenile court support services.  The Judicial Branch is 
responsible for adjudicating youths under 16 who are charged with delinquency or a serious 
juvenile offense (SJO).6   The court also handles youths under 16 who come before it as a 
member of a family with service needs (FWSN)7.  The adjudicatory phase -- judicial and 
nonjudicial -- involves an extensive pre-trial intake and assessment of the youth and, in most 
cases, probation supervision.  The Judicial Branch also operates the state's three pre-trial juvenile 
detention facilities, which are the only secure custody state facilities, besides Long Lane School, 
for youths under 16. 8 

Commitment to DCF.  DCF has no role in the juvenile justice adjudicatory process.  
The agency first becomes involved in a delinquency case when its central office child placement 
team receives a placement application for either Long Lane or a private residential facility from 
the court.   

State law provides for different authority for the court and DCF with respect to 
delinquency commitment.   The court can commit a delinquent to DCF for up to 18 months and a 
serious juvenile offender for up to four years.  DCF is statutorily empowered to determine the 
most appropriate placement and the length of the commitment to be spent in such a placement.  
The department is responsible for custody of the youth for the total 18-month or four-year 
period, no matter how short the stay in a secure placement.  In practice, however, the court 
orders DCF to provide specific commitment arrangements in either Long Lane or a residential 
program.   

                                                        
6 A delinquent child is one who has violated any federal or state law, municipal or local ordinance, or a Superior 
Court order, such as a FWSN order or condition. A child is adjudged a serious juvenile offender (SJO) when 
convicted of any one of several specific offenses set out in statute.  These crimes include the most serious and 
violent crimes which if committed by an adult would be serious felonies.  The serious juvenile offender law 
categorizes the offender differently from other juveniles and transfers the case from juvenile to adult criminal court. 
 
7 FWSN cases involves children who are runaways, truant from school, beyond the control of their parents, or 
engaged in immoral or indecent conduct.  FWSN cases are generally handled in a nonjudicial manner by the court.  
However, the Judicial Branch and DCF have entered into agreements to establish a process for DCF to provide more 
intensive intervention when court services are deemed insufficient and a process for transferring FWSNs needing 
residential treatment from judicial probation to DCF. 
 
8 A 1996 consent decree (Emily J.) covers almost all operational aspects of juvenile detention centers.  Currently, the 
Judicial Branch is not in compliance with the consent decree. 
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As previously discussed, DCF implemented a central child placement team to manage its 
placement resources.  The department requires all placements, even court-ordered delinquency 
commitments, to be approved by the placement team.  DCF and the court maintain a working 
relationship through the appointment of a Judicial Branch juvenile probation officer to the CPT. 

During the past few years, the court has also begun to order juveniles placed in DCF's 
Riverview Hospital for psychiatric evaluations as part of the pre-dispositional assessment 
process.  Riverview does not have a special assessment unit and the juveniles under court-
ordered evaluation are placed on the general population wards.  Carrying out the court-ordered 
evaluations put a serious strain on DCF resources because Riverview is routinely at capacity, 
must be able to respond to emergency cases, and has a continual waiting list of children in need 
of hospitalization because they pose a threat to themselves or others.   

In an effort to be responsive to the courts and to manage its limited hospital resources, 
DCF entered into a memorandum of agreement with the Judicial Branch to reserve 20 inpatient 
beds at Riverview for court-ordered mental health evaluations of youth pending before the court 
as FWSNs or delinquents.  The children may remain at Riverview while awaiting placement in a 
residential facility if the judge does not want to place the child back in juvenile detention; 
however, the court can not use more than its 20-bed limit.  As part of the agreement, the Judicial 
Branch has provided one part-time staff person to assist DCF with the intake and discharge 
processes for the youths it orders to Riverview.  

Long Lane School.  Convicted delinquents between the ages of 11 and 15 are committed 
by the court to DCF.  The department can place the delinquent in a residential treatment or 
custody facility,  in the community under supervision, or in its own juvenile justice facility, Long 
Lane School.   The 240-bed school provides the most intensive level of residential care and 
supervision for adjudicated boys and girls.  It has four residential cottages, one for girls and three 
for boys. 

All new admissions to Long Lane are assigned to an intake unit and have a treatment plan 
developed.  The school operates a secure 20-bed intake unit for boys that is separate from the 
general population cottages.  The boys are housed in this unit while participating in mental 
health, health, educational, and social history screening.  The school does not have a separate 
intake unit for girls but does maintain a secure mental health unit for them.  The girls are placed 
directly in the general population cottage or, if necessary, in the mental health unit for intake and 
assessment.  The intake and assessment process generally takes 30 days, for girls it runs a bit 
longer because it is not separated from the daily activities of the school.  While in this initial 
phase, the youth still regularly attends educational classes at the facility. 

After intake, the youth are placed in a general population cottage or may be "paroled" to 
an in- or out-of-state residential treatment program or their community.  Long Lane has no 
specialized units, except for the girls' mental health unit.  The general treatment program offered 
to all youth at Long Lane consists of a year-round five-hour academic day, clinical treatment for 
the youth and, if possible, his or her family, recreational activities, and some substance abuse 
education. 
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Currently, the average length of stay at Long Lane is five months, after which delinquents 
are "paroled," again, either to a less restrictive residential program, or to their community.  
Regardless of the post-Long Lane option used, delinquents are under DCF supervision for the 
remainder of their commitment period.  

Parole.  The department does not have a minimum time served requirement before a 
delinquent can be "paroled" nor does it have release criteria or standards.  DCF uses a case 
management team, consisting of a the direct care staff, case manager, and clinical, educational 
and medical staff, to determine a youth's parole eligibility and develop a parole treatment plan.  
In addition, administrative and recreational staff as well as the youth's family may participate in 
the review. Paroled delinquents sign a parole agreement that sets out the conditions of release.   

The department contracts with several privae residential treatment programs in 
Connecticut and other states to provide services to "paroled" delinquents.  Some of these 
programs are designed to treat special populations, such as sexual offenders or sexually reactive 
youth, substance abusers, or children with severe behavioral problems like fire-setting.  The 
length of stay varies from six months to two years. 

If the "paroled" delinquent is not placed in a residential treatment program, he or she is 
returned to their community.  Under this circumstance, treatment services are provided on an 
out-patient basis with supervision by a DCF parole officer.  The youth is generally required to 
attend school or a training program and abide by certain conditions to control behavior, such as a 
curfew, restrictions on contact with certain people or groups, and attendance at counseling or 
recreational programs. DCF contracts with community-based outreach and tracking programs to 
provide daily supervision and contact with the youths.  

A youth who violates a condition of parole or fails to adapt at a residential facility often 
has his or her parole revoked and is returned to Long Lane School.  The youth may spend a 
period of time at Long Lane before being paroled again or may be directly place to a more 
restrictive or appropriate residential program. 

Release.  Once the commitment period is completed, the youth is released from the 
custody of DCF.  The department can continue to provide residential treatment services only if 
the youth voluntarily agrees to extend commitment.  This is usually done if the youth is in a 
residential treatment program and requires an additional period of commitment to complete the 
treatment.  DCF, the child, and his or her parents must sign a service agreement that specifies the 
continued length of commitment.  The department can extend commitment of a child who does 
not agree only if it can show cause the child has an overwhelming need for treatment or the 
youth's release from commitment will pose a threat to public safety.  In this case, only the court 
can extend the commitment period.  DCF also may retain responsibility for the care or custody if 
a youth was a dually committed delinquent and remains part of an active protective services case.  
The protective services case manager regains responsibility for such a child as part of the family 
case once the delinquency commitment ends.  

Statistics.  Table V-3 shows the total number of delinquency and serious juvenile 
offender cases adjudicated by the family court and the number of those committed to DCF.  As 
shown, less than 20 percent of all adjudicated delinquents and SJOs are committed to DCF; most 
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are sentenced to a period of probation which is administered by the Judicial Branch.  The 
percentage of youths committed by the court to DCF has decreased over the past four fiscal years 
from 17 percent in FY 96 to 12 percent in FY 99, however, the total number of youths 
adjudicated has increased.  

The number of court commitments to DCF has remained fairly consistent except for an 
increase in FY 96 -- the year after the 1995 Juvenile Justice Reorganization Act was passed.  
Also shown is a breakdown of where the committed delinquents were placed.  Less than one-half 
of the committed delinquents are placed at Long Lane School.  The percentage of committed 
youth directly placed in a residential treatment program has been steadily increasing, rising from 
55 percent in FY 95 to 73 percent in FY 99. 

Table V-3. Delinquency Commitments From Court to DCF 
Commitments: FY95 FY96 FY97 FY98 FY99 
Total Cases Adjudicated by Court  4,641 5,189 5,941 5,760 
Total Committed to DCF 679 783 661 678 684 
Long Lane Admissions 306 293 246 228 186 
Direct Placement Admissions 373 490 415 450 498 
Source of Data: DCF 

 
Table V-4 contains information on the total number of delinquents placed on parole.  The 

department, however, could not provide data on how many youths are "paroled" to the 
community or to  residential programs.  The available data show slight year-to-year changes in 
the number of youth on parole. 

Table V-4. Total Number of Delinquents Placed on Parole 
 Boys Girls Total 
FY 96 1,106 201 1,307 
FY 97 1,084 219 1,303 
FY 98 1,076 286 1,362 
FY 99 1,043 317 1,360 
Source of Data: DCF 
 
Mental Health and Substance Abuse  

The Department of Children and Families, directly and through contractors, provides a 
variety of mental health and substance abuse services to children and their families.  Children 
and youth in the custody of department, as either a protective services or a juvenile justice case, 
may receive these services as part of their required care and overall treatment plan. Children who 
are not part of a protective services or juvenile justice case can receive behavioral health from 
the department if they are admitted to DCF's voluntary services program.  Services are also 
provided to children committed for psychiatric reasons to the agency's mental hospital by court 
order or a physician.  It is important to note, while DCF is responsible for overseeing a 
comprehensive and coordinated system of services for emotionally disturbed and mentally ill 
persons under 18, mental health services are not an entitlement program for children in 
Connecticut.  
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The department relies, for the most part, on private providers to supply the behavioral 
health services its clients require.  Among the types of treatment it purchases are: substance 
abuse prevention and treatment; emergency psychiatric services; outpatient treatment from 
clinics, day treatment, and extended day treatment programs; and inpatient treatment in private 
psychiatric hospitals, residential treatment programs, therapeutic group homes and specialized 
foster homes.   

In many cases, contractors funded in part or in whole by the agency provide mental 
health and substance abuse services to children and families who have no active involvement 
with DCF.  Table V-6 provides preliminary information about the status of clients served by 
community-based facilities and programs that receive department funding.  As the table shows, 
the about two-thirds of the clients served by two types of providers, emergency mobile 
psychiatric services and child guidance clinics, were not involved in DCF cases in FY 98.  In 
contrast, at least half of the clients served by DCF's day treatment and substance abuse treatment 
contractors were active department cases.   

 
Table V-6.  Status of Clients Served by Selected DCF Contractors: FY 98 

 
 Total No. Cases 

Starting Service 
 % DCF  
Clients 

% No DCF  
Involvement 

Emergency Mobile Psychiatric Services 3,209 32% 68% 
Child Guidance Clinics 10,280 33% 66% 
Day/Extended Day Treatment Programs 468 65% 34% 
Substance Abuse Treatment Programs 874 52% 47% 
 
Source of Data: DCF Performance Based Contract Analysis 

 
The Department of Children and Families also operates three facilities that provide 

mental health treatment to children and adolescents.  Two DCF facilities -- Riverview Hospital 
and High Meadows Residential Treatment Program -- primarily serve children involved in 
protective services cases, although their beds are available for use by other children and youth 
who meet their admission criteria.  The third, the Connecticut Children's Place, a diagnosis, 
evaluation, and brief treatment facility, only serves abused and neglected children committed to 
DCF who are especially difficult to place.   

Basic budget, staffing, and client data for each DCF treatment facility is presented in 
Table V-6.  As the table indicates, these facilities are expensive operations that provide intensive 
residential care and treatment to a relatively small numbers of clients.  
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Table V-6.  DCF Treatment Facilities: Resource and Activity Data 

 
 FY 99 

Budget (No. Staff)* 
Client 

Statistics* 
FY 95 FY 96 FY 97 FY 98 FY 99 

Avg. No. 72 75 77 90 91 Riverview  $18.2 million 
(263) Avg. LOS 112 92 104 132 n/a 

Avg. No. n/a 19 50 64 102 High Meadows  $7.3 million 
(104) Avg. LOS  n/a 208 532 342 243 

Avg. No. 174 183 208 128 127 Connecticut 
Children’s Place 
 

$6.2 million 
(127) Avg. LOS 111 101 163 189 161 

* Notes: 
Budget = operating budget for FY 99; Staff = Number of filled full-time equivalent positions FY 99 
Avg. No. = Average number clients in treatment per month 
Avg. LOS = Average length of stay in days 
Source of Data: DCF  
 
 

Services for DCF Committed Children.  As discussed in the previous descriptions of 
the department's protective services and juvenile justice activities, the assessment and treatment 
planning processes for children committed to the agency includes to some extent an evaluation of 
the child's mental health and substance abuse needs.  If needs are identified, the social worker 
assigned to the case is responsible for including services to address them in the child's treatment 
plan.   Inpatient or other residential mental health treatment, like any out-of-home placement, is 
subject to review and approval of the department's central office child placement team, discussed 
earlier in the protective services overview.   

Access to behavioral health services has become an increasing problem for clients 
covered by Medicaid managed care contracts, which includes the majority of the children in 
DCF care.  The department recently assigned health care advocate positions to each regional 
office to assist social workers in resolving managed care issues that interfere with a child's 
treatment plan.     

Since most regional office social workers responsible for case management do not have 
special training in mental health and substance abuse issues, they rely on the experts in their 
office's regional resource group for advice when determining what services to provide for 
children and families with problems in these areas.  At Long Lane, as noted earlier, clinical staff 
are available to assist in evaluating behavioral health needs and developing appropriate treatment 
plans for adjudicated delinquents.     

The department's responsibility for children in its custody, in most cases, ends when they 
turn age 18.  Those who still require behavioral health services move to the jurisdiction of 
DMHAS or possibly the Department of Mental Retardation, depending on their diagnosis and 
needs.   All three departments, in conjunction with the Office of Policy and Management have 
been working on ways to improve the transition process for DCF clients who "age-out" of the 
children's system but have still have significant treatment needs.  Several memoranda of 
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understanding, as discussed in Section VI, have been developed to address each agency's roles 
and responsibilities regarding some specific client populations with special needs.   

Voluntary Services.  Since the agency was first created in 1969, the DCF commissioner, 
in his or her discretion, has been permitted to admit children and youths to the department for 
services on a voluntary or noncommitted basis.  Over the years, the noncommitted program has 
developed a focus on children and youth with serious emotional disturbances, mental illness 
and/or substance dependency, whose cases do not involve abuse or neglect issues.  Statutory 
provisions, added in 1997, clarified that commitment to the department is not a condition for 
receiving services, established a probate court process for reviewing voluntary admissions and a 
mechanism for appealing the commissioner's decision to deny a voluntary admission.  The main 
steps in the process according to current law are shown in Figure V-2.   

Under current law and department policy, to be eligible for voluntary services a child or 
youth must meet the following criteria: 

• has a serious emotional or behavioral disorder; 

• has an emotional disturbance and/or is substance dependent; 
• treatment needs cannot be met through existing services available to the 

parent/guardian; 

• the disorder or disturbance can be treated within a reasonable time and within 
available department resources; and 

• not reached age 18 at time of referral. 
 
In addition, a person under DCF care and supervision who is over 18 but under 21 may be 
permitted to stay voluntarily admitted if in the commissioner's discretion the person would 
benefit from further department care and support.  A child or youth will be found ineligible if the 
family is under investigations for abuse or neglect or is part of an active DCF protective services 
case or if the child or youth:  

• has a primary diagnosis of mental retardation;  

• has been arrested under the adult criminal system; or  
• requires placement because of special education needs.  
 
By statute, any of the services DCF offers, administers, contracts for, or otherwise has 

available can be provided to a child or youth voluntarily admitted to the department if they 
would be of benefit in the commissioner's opinion.  According to the agency, an array of 
services, which may vary among regions, is available under the voluntary admission program 
and can include intensive family preservation, after-care services, mentor services, in-home 
therapist, intensive behavior management training, respite care, extended day treatment, and out-
of-home treatment.  According to department policy, eligibility for out-of-home placement under 
the voluntary admission program is limited to the following circumstances: 
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Figure V-2.  Steps in the Voluntary Services Process
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• in-home services and intensive outpatient care attempts, which are 
documented, have been unable to remediate the child or youth's impairment; 

• the parent-child relationship will be maintained during and after 
implementation of the service plan; and  

• it is expected the child or youth will return to the family when the service plan 
is completed. 

 
At present, each regional offices organizes its voluntary services staff differently; in some 

offices, social workers only handle voluntary services cases while in others, voluntary services 
are just part of a worker's protective services caseload.  Voluntary services cases generally are 
managed like protective services cases in that a treatment plan is developed and monitored 
through a case review process.   No single central office unit oversees the program although the 
head of the administrative law unit of the quality management bureau, in developing regulations 
for the program and handling appeals regarding denial of services, has become the primary 
contact for voluntary services issues.   

Proposed regulations for the program, which have taken nearly two years to develop, 
were finally published and scheduled for hearing in September 1999.  While the regulations have 
been pending, each region has developed its own application forms and procedures. As a result, 
there have been inconsistencies in who is admitted and what services are provided under the 
voluntary services program.  Each region also maintains its own statistics on requests, 
admissions, denials, and other activities.  The last statewide statistics on voluntary services, 
compiled by the central office for March 1999 are shown in Table V-8.   

 
Table V-8.  DCF Voluntary Services Cases: March 1999 

 
Regional Office 

Total No.  
Accepted 

No. Out-of-Home 
Services 

No. In-Home 
Services 

East 31 11 20 
South Central 61 26 35 
South West 21 11 10 
North West 61 27 34 
North Central 129 48 81 
   Total 303 123 180 
Source of Data: DCF 
 

Systems of care.  In addition to traditional types of mental health services, the  
department is also involved in developing local systems of care to serve children with severe 
emotional disturbances.  This effort began in the 1980s in response to the federal Child and 
Adolescent Services System Program (CASSP) initiative.  A system of care is defined by the 
federal government as: 

a comprehensive spectrum of mental health and other support services which are 
organized into a coordinated network to meet the multiple and changing needs of 
children and adolescents with serious emotional disturbances and their families.  



 

 
Program Review and Investigations Committee Staff Briefing:  September 15, 1999 

 
49 

The creation of such system of care involves a multi-agency, public/private 
approach to delivering services, an array of service options, and flexibility to meet 
the full range of needs of children and their families.  

 
Under the system of care concept, state and local agencies including schools, community 

service providers, families, advocacy groups, and other organizations, from one or more 
contiguous towns or cities, collaborate to deliver an array of services to meet children's 
emotional, behavioral and educational needs.   Participants usually formalize the collaborative 
arrangement through memoranda of understanding and one entity takes on the chief 
administrative and fiduciary role for the system.  Currently, there are 19 active systems of care in 
various stages of development throughout Connecticut.  The number of participating cities and 
towns per system ranges from one to 21. 

State legislation enacted in 1997 established in statute the process for developing and 
implementing individual system of care plans for children who are mentally ill or emotionally 
disturbed and are at risk of, or already are in, an out-of-home placement primarily for mental 
health treatment.  DCF is required, within available appropriations, to develop and implement 
such plans for at-placement-risk children and youth.  Under the act, the department also is 
required to prepare annual reports on the status of local systems of care and allowed, again 
within available appropriations, to establish case review committees and system coordinators in 
each of its regional offices to assist in developing, implementing, and monitoring care plans.   

To date, the department's role in systems of care has been relatively minor.  Over the 
years, it has distributed federal grant funding available to Connecticut for CASSP development 
and provided some in-kind support to communities implementing local systems of care.   Federal 
funds have and continue to be used to pay for family advocates, who assist parents of severely 
emotionally disturbed children obtain services, and system of care case managers.  

At present, there are eight full-time family advocates and 16.5 case manager positions, 
which the department recognizes is insufficient to meet the current workload for the existing 
systems of care.  In addition, while DCF has designated system coordinators in each regional 
office three of the five positions spend as much as 60 percent of their time on other duties. 
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Section VI 

Children's Services Outside of DCF 

In Connecticut, government services for children and youth, which 
include public education, cash and housing assistance, health care; prevention 
and diversion programs; services for those with disabilities, advocacy; juvenile 
justice, and community-based corrections, are not consolidated within one 
agency.  Rather, services for those under age 18 are provided by more than a 
dozen state agencies, the Judicial Branch, and over 200 public and private 
facilities and programs, both in- and out-of-state. 

This section provides an overview of the services provided to persons 
under 18 by entities other than DCF.  Each one's role in serving children, which 
may not be its primary mandate, is highlighted below.  Many agencies and 
providers do not have a formal or direct relationship with DCF, despite its broad 
role as the state's children's agency.  Current working relationships and 
mechanisms for coordinating children's services among agencies and providers 
are also described below. 

State Agencies with a Role in Children's Services 

The state agencies with a role in providing children's services were 
categorized by  program review staff according to type of service provided.  
Services were broadly classified as: social/welfare; mental health; health; 
education; juvenile justice; substance abuse; prevention; and advocacy.  Table 
VI-1 shows the state agencies other than the Department of Children and 
Families that have a role in providing services to persons under 18.  

Table VI-1. State Agencies (Other than DCF) Providing Children's Services 
Social/Welfare Department of Social Services* 

Department of Mental Retardation 
Board of Education and Services 
for the Blind* 

Mental Health Department of Mental Health and Addiction Services* 
Health Department of Social Services 

Department of Public Health 
Education State Department of Education 

State Board of Education 
Department of Mental Retardation 
Board of Education and Services 
for the Blind 

Juvenile Justice Judicial Branch 
Department of Corrections 

Board of Parole 
Division of Criminal Justice 

Substance Abuse Department of Mental Health and Addiction Services 
Prevention Children's Trust Fund 
Advocacy Office of Child Advocate 

Office of Protection and Advocacy 
Commission on Children 
Commission on Deaf and Hearing 
Impaired 

*Denotes an agency with responsibility for more than one type of service category. 
 

As the table indicates, some agencies, like the Departments of Social 
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Services and Mental Retardation, provide more than one type of children's service.  Each state 
agency's responsibilities for children's services are briefly described below. 

• State Department of Education (SDE) and State Board of Education are responsible for the 
general supervision and control of the state's public educational interests including preschool, 
elementary and secondary education, special education, and vocational education.  Public 
school education is the primary service provided by the state to all children.  The SDE also 
supports Youth Service Bureaus that provide community-based prevention, intervention, 
treatment, and follow-up services for children and youth.   

  
• Board of Education and Services for the Blind (BESB) is responsible for providing a 

comprehensive, community-based continuum of individualized educational, rehabilitation, 
and social services to legally blind and visually impaired children.  

 
• Department of Social Services (DSS) is responsible for a number of programs that directly or 

indirectly provide goods and services to low-income families, youth, and children.  The 
programs include: Temporary Family Assistance (formerly AFDC); Food Stamps; Medicaid; 
and General Assistance program. DSS is also the state's lead agency for child support 
enforcement activity.   

 
• Department of Public Health (DPH) is the state's lead agency for public health policy and 

advocacy.  DPH operates or funds a number of programs that serve children and youth, 
including maternal and infant care projects, adolescent pregnancy prevention programs, 
supplemental nutrition programs, and school-based primary health care services.  The 
department also licenses a variety of health and behavioral health (mental health and 
substance abuse) facilities that serve children, and it also regulates child day care facilities. 

 
• Department of Mental Retardation (DMR) is responsible for planning, developing, and 

administering complete, comprehensive, and integrated state-wide services for persons with 
mental retardation, diagnosed as having Prader-Willis syndrome, or who are autistic.  DMR 
administers the Birth-to-Three program, a system of early intervention services for all infants 
and toddlers under age three with any types of disability or significant developmental delay. 

 
• Office of the Child Advocate is responsible for: the evaluation and review of the delivery of 

children's services by state agencies and state-funded organizations; investigation of 
complaints regarding the actions of any state or local agency or state-funded organization 
providing children's services; and reviews juvenile delinquency facilities.  Furthermore, the 
advocate can recommend changes in children's policies and can conduct public education 
programs, propose legislative changes, or take formal legal action.  The child advocate is also 
a member of the state's child fatality review board. 

 
• Judicial Branch is responsible for the state's court system.  The Superior Court's Family 

Division hears all criminal and civil matters involving children under 16 and all other matters 
involving a youth between the ages of 16 and 18 are heard by the (adult) criminal or civil 
divisions of the court.  The criminal section adjudicates delinquency and Family With 
Service Needs cases and the civil section disposes of cases involving dependent, neglected, 
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and uncared for children, termination of parental rights, and emancipation of minors.  The 
Judicial Branch also operates court support services that include juvenile intake, assessment, 
and referral services and probation supervision services that are provided to juvenile 
delinquents and FWSNs.  In addition, the Judicial Branch administers the state's three 
juvenile (pre-trial) detention facilities for children up to the age of 16.  

 
• Division of Criminal Justice is responsible for all state criminal prosecutorial functions 

including juvenile delinquency matters. 
 
• Department of Correction (DOC) is responsible for providing fair, safe, humane, and secure 

care of individuals placed in its custody, and intervening to reduce the likelihood of 
recidivism and criminality of those sentenced to its jurisdiction.  The department incarcerates 
all adjudicated offenders, including male and female youth who are at least 16 years old and 
14- and 15-year-old juveniles who have been adjudicated in the adult criminal court.  

 
• Board of Parole, in accordance with the state's sentencing statutes, is responsible for 

determining when adjudicated inmates, including those between 16 and 18, serving sentences 
greater than two years should be granted parole and under what supervision conditions.  As a 
result of the 1995 Juvenile Justice Reorganization Act which authorized the transfer to adult 
court of juveniles charged with specific crimes, the parole board will soon be considering the 
release of parole-eligible juveniles who are between the ages of 14 and 16.  The board will 
also be required to provide community-based parole supervision to these youth. 

 
• Department of Mental Health and Addiction Services (DMHAS) is responsible for 

administering client-based mental health treatment and substance abuse services to persons 
who are at least 18.  The department's prevention programs serve all children and adults. 
DMHAS and DCF began a three-year pilot program, in 1998, for youth leaving DCF care 
who have pervasive developmental disorders or predatory sexual disorders.  To be eligible 
for the DMHAS services the youth must be between 18 and 21 and enrolled in school or 
training program.  The program is intended to ease the transition to the adult system and 
provide comprehensive and individualized services.  

 
• Commission on Children, a legislative agency, is responsible for studying the status of 

children and recommending improvements to programs, policies, or legislation aimed at 
improving the development of children and strengthening of families.  

 
• Children's Trust Fund was established by the General Assembly in 1983 to receive public 

and private monies to be used to support families in raising healthy and capable children.  Its 
primary focus in on prevention of abuse and neglect.  It is directed by a council comprised of 
the commissioners of the departments of children and families, public health, social services, 
and education and representatives of the business community, child abuse prevention field, 
parents, and a pediatrician.  
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• Commission on the Deaf and Hearing Impaired is responsible for advocating for deaf and 
hard of hearing individuals, including children.  It oversees and provides interpreter services 
and provides personal and family counseling services. 

 
• Office of Protection and Advocacy is responsible for advocating for all citizen's with 

disabilities.  It provides information and referral services, investigates allegations of abuse or 
neglect of disable persons, provides public education and training, and pursues legal and 
administrative remedies for disability-related discrimination. 

 
Interagency coordination.  Over the years, several organizations have been created to 

coordinate the activities of human service agencies, including their responsibilities related to 
children.  Most notable were the Council of Human Services, established in the 1970s, and later 
the governor's  Human Services Cabinet.  The council was comprised of commissioners of all the 
state human service agencies and was mandated to coordinate planning, policy, and resource 
utilization among them.  It was in effect from 1973 to 1977.  A human service cabinet with a 
mandate similar to that of the council was informally established during the administration of 
Governor Weicker. 

More recently, a common mechanism for achieving interagency collaboration is a written 
document signed by the parties involved called a memorandum of agreement (MOA) or 
memorandum of understanding (MOU).  The Department of Children and Families has entered 
into written agreements with other state agencies and with the judicial branch to either transfer a 
responsibility or clarify roles in providing a service.  Table VI-2 provides a brief description of 
14 MOUs/MOAs currently in effect between DCF and other state agencies. 

As shown, eight of the memoranda clarify the responsibilities of the agencies.  For 
example, the department has entered into four agreements with DSS to define roles and 
procedures related to: processing children eligible for Title IV-E and for the Connecticut Access 
medical program; conducting background checks on unlicensed persons legally providing child 
care; and depositing and spending funds from the federal social services block grant.   Another 
agreement outlines DCF's responsibility for the educational costs for children it places in 
residential facilities.  The remaining agreements shift responsibility for a particular service or 
target population from DCF to another agency or clarify procedural issues between the agencies. 

Private Providers of Children's Services  

The Department of Children and Families relies on a network of private, typically 
nonprofit, community-based service providers for much of the treatment and care its clients 
require.    About half the agency's total expenditures each year between FY 91 and FY 99 have 
paid for  contracted services that range from prevention and diversion to foster care and 
residential treatment.   The main types of direct services purchased by the agency are shown in 
Table VI-3.   They are grouped according to the service categories DCF uses, which are based on 
a child's placement (i.e., in- or out-of-home). 
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Table VI-2. Written Agreements Between DCF & Other State Agencies 

Department  Description of Agreement: 
Education To develop & implement a plan to prevent, identify, and treat child abuse & neglect, and 

to train education professionals in detection & reporting. (1986) 
 
To continue the inclusion of students, who are not enrolled in a public school district that 
is financially responsible for the child's education ("no nexus"), within DCF Unified 
School District 2 whenever the child is placed by DCF in a residential facility & DCF will 
assume responsibility for educational costs. (1993) 

Social Services To establish procedures for effective & timely processing of medical eligibility for Title 
IV-E children and state-funded children. 
 
To improve medical services to children in DCF care through DSS Connecticut Access 
program by coordinating, integrating, and defining responsibilities of DCF & DSS. (1997) 
 
To clarify DSS will deposit federal social services block grant funds & DCF will provide 
designated services to target populations as per grant plan. (1998) 
 
To cooperatively implement a process for screening unlicensed persons legally providing 
child care in their home or in a child's home to determine a record of substantiated abuse 
or neglect. (1998) 

Public Health To clarify and define functions of DPH and DCF regarding health care institutions 
providing inpatient care to infants & reports of medical neglect of infants. (1992) 

Mental Retardation To expedite DCF referrals to Birth-to-Three program. (1996) 
 
To establish intake, investigation, & reporting processes for DMR to follow to ensure 
children with mental retardation are free from abuse & neglect, and establish DMR & 
DCF responsibilities regarding mentally retarded children under 18. (1992) 

Mental Health & 
Addiction Services 

To coordinate services and transition of clients under 21 who are enrolled in education or 
training program from DCF to DMHAS adult mental health system.  DCF will fund 
services until the youth reaches 21 or ceases to be a student and then DMHAS will pick up 
funding. (1997) 
 
To collaborate, coordinate, implement, & report on joint issues regarding substance abuse 
services for children, youth, & families, and to review DMHAS model of service 
networks.  CT Alcohol & Drug Policy Council is forum for collaboration. (1996) 
 
To work collaboratively on substance abuse services for children & families with 
particular attention on creating a "seamless system of care" for women & children at-risk. 
(1997) 

Judicial Branch To reserve 20 inpatient beds at DCF's Riverview Hospital for: (1) court-ordered 
evaluations of children pending before the court as FWSN or delinquent; and (2) children 
awaiting placement but who do not need continued hospitalization.  Judicial Branch will 
provide part-time intake & discharge staff.  Both agencies will pursue funding to develop 
a joint treatment unit at Riverview. (1998) 
 
To establish protocol to maximize effectiveness of DCF and Judicial resources to serve 
FWSN cases. (1998) 
 
To develop a process for transferring non-delinquency FWSN cases needing residential 
treatment or placement from juvenile probation to DCF. (1999)  

Source of Data: DCF 
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Table VI-3.  Direct Client Services Purchased by DCF 
Out-of-Home Services   

In-Home Services Family Model Residential  
• Intensive Family Preservation/Reunification 
• Parent Aide 
• Foster and Adoption Placement Preservation 
• Parenting Education 
• Respite Care (Biological Parents) 
• Child Care 
• Therapeutic Child Care 
• Extended Day Treatment 
• Crisis Counseling (Emergency Mobile 

Psychiatric) 
• Substance Abuse -- Supportive Housing  
• Substance Abuse -- Primary Caregiver Outpatient 
• Substance Abuse -- Adolescent 
• Individual and  Family Counseling 
• Outreach and Tracking (parole services) 
 

• Safe Homes 
• Foster Care 
• Foster Family 

Recruitment 
• Foster Family 

Retention 
• Specialized Foster Care 
• Adoption 
 

• Temporary Shelter 
Care 

• Independent Living 
Programs 

• Residential Programs 

 
At present there is no single, complete inventory of all providers with whom the agency 

contracts for direct services to children and families.  The department is currently working to 
develop, in computerized form, a resource directory as required by the consent decree.  

Not counting licensed foster families, DCF estimates it purchases services from more 
than 200 providers.  Individual providers include a variety of care and treatment facilities as well 
as cities and towns, local family or youth services agencies, hospitals, community action 
agencies, community mental health centers, and other community organizations such as YMCAs 
and the Salvation Army.  Some contractors are very specialized, serving a limited population or 
geographic area; others provide a full spectrum of services to children and adults and are a 
statewide resource for DCF as well as other state agencies.  

In general, DCF regional offices and institutions carry out the contracting process -- 
defining needs, designing requirements, procuring the services, managing the contract, and 
evaluating the services provided -- for outside services their clients need.  If a program or service 
is needed statewide, programmatic staff in the central office responsible for the area usually will 
handle these contracting functions.  All contracts, however, are subject to review by the central 
office financial bureau staff.  The bureau's contract staff must ensure that funding is available 
initially for the contracted service and approve any subsequent changed in the contract's 
spending plan.  The central office staff who oversee consent decree implementation also 
participate in the financial bureau's review to make sure the proposed contracts do not conflict 
with the resource allocation (PARA) plan approved by court monitor. 

In compliance with consent decree requirements and state and federal initiatives, the 
department is instituting a performance-based contract process for purchasing services from 
private providers.  The first performance-based contracts were developed in 1994 and used for 
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some of the agency's major provider groups including residential treatment facilities, child 
guidance clinics, and family preservation programs.  As shown in Table VI-4, they are currently 
used for 23 categories of service and apply to over 300 individual provider contracts.  

Table VI-4.  DCF Providers Subject to Performance-Based Contracts 
Contract Category No. Providers 

Alcohol and Drug Prevention 29 
Child and Adolescent Respite Care 5 
Child Guidance Clinics 27 
Clinical Pediatric Liaisons 22 
Day and Extended Day Treatment 16 
Early Childhood Programs 4 
Emergency Mobile Psychiatric Services 18 
Emergency Shelters 11 
Family Support Centers 7 
Family Violence Outreach 9 
Group Homes 18 
Independent Living 13 
Intensive Family Preservation 24 
Juvenile Case Management Collaborative 3 
Outreach Tracking and Reunification 5 
Parent Aide Programs 28 
Parent Education and Support Centers 16 
Residential Treatment 15 
Safe Homes 14 
Specialized Foster Care 18 
Substance Abuse Services  12 
Substance Abuse Services for Families At Risk 10 
Therapeutic Child Care 15 

 
The existing performance-based  contracts contain workplans developed by the providers 

and DCF staff that specify goals, objectives, and activities.  Each quarter, providers must submit 
to the department workplan status reports along with performance-based criteria data and 
financial data.  As noted in an earlier section, the central office, through its quality management 
bureau, is responsible for compiling and analyzing the data gathered from the agency's  
performance-based contracts.  The department intends to use the contract data as a basis for 
deciding whether to continue funding a provider as well as to help evaluate the effectiveness of 
programs and services and identify needs.  

Advocacy 

During the past 20 years, there has been growing political and public interest in 
improving the lives of and services for children.   Much of the attention has been the result of 
increased and improved advocacy for children. 
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Advocacy strategies vary with the specific issue and focus of the preferred outcome.  The 
focus can be on making service systems or bureaucracies more effective and efficient, reforming 
existing statutes or enacting new laws, assisting an individual access a service or benefit, or 
bringing class action litigation to challenge unlawful or harmful patterns and practices.  

Most typically, advocacy is carried out by persons and organizations outside of the 
systems that either provide, fund, or monitor services or enact legislation and appropriate 
resources.  Beyond provider groups that have organized to improve children's services and 
strengthen their working relationships with DCF, a number of groups that lobby and advocate 
around children's issues have evolved over the past decade.  Among the more prominent are: 
Connecticut Voices for Children which focuses on advocating for policy and procedural changes 
and improvements; the Center for Children's Advocacy, affiliated with the UCONN School of 
Law, which serves the legal needs of poor children; and the Connecticut Association of Human 
Services, which publishes research on the condition of children in the state and provides 
education and outreach services. 
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Section VII 

Preliminary Staff Findings and Observations 

From the information gathered to date about DCF’s mandates, resources, 
and activities, program review committee staff has identified the following four 
main themes.   

First, children’s services in Connecticut are not consolidated in a 
single state agency.  The Department of Children and Families is not the only 
agency responsible for serving the state’s children.  Other departments, 
education and social services in particular, as well as the judicial branch, have 
pivotal roles. Separate agencies will always exist for some children’s functions 
(e.g., juvenile court, the state board of education) and many adult services 
(mental health, mental retardation, etc.).  

Second, DCF is dominated by protective services issues.  Child safety 
is the driving force for the agency’s mission, budget, organization, planning, and 
management.  This focus is due to the emergency and potentially life-
threatening nature of abuse and neglect cases as well as the impact of the 
consent decree. As a result, other DCF mandates tend to only receive attention 
when a crisis arises (e.g., a suicide at Long Lane School) or a lawsuit or 
legislative initiative is threatened.  

Third, DCF's focus on protective services has made it reactive and 
crisis driven.  DCF does not carry out long range planning or adequately 
address preventive services. Despite repeated efforts over many years to 
strengthen planning, research, quality assurance, and accountability, the 
department has been unable to sustain improvements in these management 
areas.   

Fourth, the mandates consolidated in DCF almost 25 years ago still 
are not integrated.  The agency’s organization remains functionally divided, its 
planning processes and information systems are fragmented.  Conceptually, a 
consolidated children’s agency makes sense and DCF has made progress 
blending mental health into its protective services and juvenile justice treatment 
plan processes.  Practically, full integration and balanced management of DCF’s 
mandates continues to be problematic.  

During the remainder of the committee’s research process, program 
review staff will be examining further the obstacles to integration of services 
within DCF and to the development of a comprehensive coordinated continuum 
of care for all children envisioned by supporters of a consolidated children's 
agency.  Staff will also review and evaluate alternatives for achieving the goals 
and objectives of the state's protective services, mental health, juvenile justice, 
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and prevention mandates to prepare recommendations for improvements to present to the 
committee later this year.  Staff findings and observations from each of the sections included in 
this report are summarized below. 

Goals and Models 

• It is generally agreed children's services are best provided in a comprehensive, coordinated, 
family-focused, and community-based manner. 

 
• The goal of establishing DCF was to provide leadership, develop a network of services, and 

improve advocacy for children. 
 
• No ideal structure for delivering child welfare services has been identified.   
 
• Connecticut is one of five states using a consolidated agency model for delivering children's 

services. 
 
Mandates and Consent Decree 

• DCF is statutorily mandated to provide child protection services, juvenile justice, mental 
health, substance abuse, and preventive services. 

 
• The current DCF mission statement focuses on its protective services role and responsibilities 

and does not specifically address its juvenile justice, mental health, substance abuse, and 
preventive services mandates. 

 
• DCF's mission statements are continually under revision and reflect the agency's shifting 

priorities. 
 
• In addition to its statutory mandates, DCF must comply with the provisions of a federal court 

ordered consent decree. 
 
• Almost 10 years after it was initiated, DCF is not in compliance with the consent decree; 

there is no plan or process in place to vacate the order. 
 
• Connecticut is one of 21 states with active consent decrees covering the administration of 

children's services. 
 
Resources and Organization 

 
• DCF's spending has more that doubled between FY 90 and FY 98 and has increased at a rate 

2.5 times greater than the rate of increase of state spending as a whole. 
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• Legislative appropriations in the 1990s have generally been less than DCF requested but 
more than the governor recommended. 

 
• Budget narratives describing DCF's activities have been rewritten to place greater emphasis 

on the importance the department attaches to its child protection mandate. 
 
• Spending on specific DCF mandates cannot be tracked through current budget documents.  
 
• Additional funds made available to DCF in response to the consent decree have been 

disproportionately allocated to child protection programs relative to the department's other 
mandates. 

 
• DCF is one of the many state agencies addressing the needs of children and is the clear lead 

agency in only two areas -- programs to prevent child abuse and neglect and programs to 
serve children with mental health or substance abuse problems. 

 
• DCF's current organization is in draft form, which is consistent with its history of repeated 

restructuring. 
 
• The unstable nature of DCF's organizational structure contributes to several long-standing 

management weaknesses. 
 

• Management staffing for juvenile justice, mental health, and substance abuse mandates is 
minimal and there is no unit or staff dedicated to preventive services. 

 
• Actual operations, allocation of resources, and management roles are not accurately reflected 

in DCF's current organizational structure. 
 
Management and Planning 

• DCF has been unable to overcome long-standing management deficiencies in planning, 
information systems, management structure, and accountability. 

 
• For the past 13 years, DCF has failed to meet its statutory mandate to produce a 

comprehensive annual master plan. 
 
• DCF planning regarding its juvenile justice, mental health, and preventive services mandates 

is sporadic; its planning efforts are neither comprehensive nor integrated. 
 
• No staff in DCF is dedicated to analyzing trends, examining models, reviewing research, and 

compiling and coordinating data generated by the agency. 
 
• DCF's automated information system is used primarily to process provider payments and 

record protective services caseload activity; it can not be used for case management at this 
time. 
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• DCF's information system does not incorporate juvenile justice or mental health case data 

with protective services caseload information. 
 
• Some of the data in the automated information system and the reports produced from it are 

considered unreliable and inaccurate by DCF management. 
 
• Over the past year, DCF began to implement a quality assurance process that complies with 

the requirements of federal and state laws and the consent decree. 
 
Major Activities 

• DCF services are organized around client populations and developed and delivered under 
three separate and distinct processes (i.e., protective services, juvenile justice, and voluntary 
mental health). 

 
• Treatment planning for protective services and juvenile justice include mental health and 

substance abuse components. 
 
• DCF has no coordinated system of preventive services. 
 
• DCF's behavioral health activities are focused on committed children and its efforts to 

develop and fund services for non-committed children have been minimal. 
 
Children's Services Outside of DCF 

• Many state agencies and the Judicial Branch have roles in serving children; most children’s 
services are provided by agencies other than DCF. 

 
• DCF services are focused on one segment of Connecticut's children -- those in crisis. 
 
• The bulk of services for children are delivered by community-based, private providers that 

are used by many different state agencies. 
 
• A network of children's advocacy organizations has developed outside of state government. 
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Historical Development of  DCF Mandates 
for Protection Services, Juvenile Justice, and Mental Health 
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Historical Development of  DCF Mandates 
 
Child Protection Services   

The state's initial role in traditional child welfare services – protecting and placing children who are 
abandoned, abused, neglected, or uncared for – was primarily supervisory.   Beginning in the 1800s, the State Board 
of Charities reviewed the actitivities of county boards of management that were responsible for finding "temporary 
homes" -- the precursor of today's foster homes -- to place dependent or neglected children.  Children were placed in 
temporary homes, however, by local welfare boards and organizations.  The first significant change to the child 
welfare system occurred in 1921 when all welfare responsibilities of the state charities board were transferred to the 
newly established Department of Public Welfare.   

The public welfare department was required to have separate bureaus for adult and child welfare.  Its child 
welfare mandate included the general supervision over those children who required care, protection, or discipline, 
including "dependent, defective, delinquent, abused, or neglected" children.  In addition, the department was 
specifically required to license and monitor child-caring institutions, agencies, and persons, supervise the placing of 
children in foster care, and to establish policy and procedure for investigating delinquency cases.  Local agencies 
still retained some authority to place children in out-of-home care. 

In 1930, the public welfare department, rather than the county board, was given the sole authority to 
supervise the placement of children in state-licensed foster homes.  The department was also newly authorized to 
supervise committed (convicted) juvenile delinquents.  In 1937, the legislature abandoned the county approach to 
child welfare by creating branches of the state Department of Welfare.  Municipal welfare departments (similar to 
the defunct county boards) still existed and the state delegated much of the responsibility for the day-to-day social 
work to the county boards.  

Until the 1950s, child welfare services continued to be primarily provided by each of the eight county 
branches of the welfare department, with oversight by the state welfare department.  However, in 1955, the state 
welfare department was given the sole legal custody of the state's dependent, neglected, and homeless children.  The 
state's role in providing child welfare services was further expanded in 1965 when the welfare department was 
required to provide "protective services" for victims of child abuse and neglect and their families when it was 
deemed appropriate for the child to remain at home rather than be placed in foster care.   

By the 1970s, child welfare workers, child advocacy groups, and clients were arguing before the legislature 
that children's services were not receiving adequate resources or attention while housed in the welfare department.  
In response, the mandate of the state's recently created juvenile deliquency agency (see next section) was expanded 
in 1974 with the transfer of child protection services from the Department of Social Services to the Department of 
Children and Youth Services.  

During the 1980s, new statutory mandates for reporting child abuse created an constant influx of cases that 
DCYS was not prepared to handle.  In 1989, a federal class-action lawsuit, Juan F. v O'Neill, was filed against 
DCYS that resulted in a 1993 consent decree.  The consent decree covered all areas of child protection policy and 
provided a plan for increasing funding, staffing, and service levels within the department.  Also, in 1993, the 
department's name was changed to the Department of Children and Families. 

 By the mid-1990s, after a series of events resulting in the deaths of children, whose families had 
been or were involved with DCF, the department responded to public and political pressure by shifting its focus 
from family preservation9 to child protection.  Over the next few years, highly publicized cases of child abuse 
heightened legislative, media, and public scrutiny on DCF.  A succession of legislative actions followed aimed at 
                                                        
9 Family preservation involves providing in-home services, support, and treatment to a family unit to prevent the 
out-of-home placement of the children or, in the event of an out-of-home placement, includes the planned process of 
reconnecting children with their birth family through a variety of services and supports. 
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improving the department's ability to investigate abuse and neglect allegations, protect children by removing them 
from their homes, improve the foster care system, and provide permanent placements for children as soon as 
possible.  Checks and balances were also put into place in the form of time limits for certain DCF actions, 
mandatory case reviews, and the Child Fatality Review Board and Office of the Child Advocate were created.   The 
bulk of the legislative changes were procedural.  The intent was to clarify and strengthen rather than significantly 
change the department's child protection mandate and to comply with federal law. 

Juvenile Justice  

Prior to 1921, municipal authorities maintained pre-trial detention facilities (jails) for children charged with 
crimes.  A 1921 law required the juvenile courts to provide or fund detention accomodations if the local authorities 
could not.  

In 1969, the Department of Children and Youth Services was statutorily created primarily as a juvenile 
justice agency to provide custody and rehabilitative services for delinquents, develop delinquency prevention 
services, and administer Long Lane School (established in 1868 as a reformatory school for girls), the Connecticut 
School for Boys (established in 1854), and any other reform facility.   The intent of the legislation was to: better 
serve children whose problems were not being properly serviced through the juvenile court; to address overcrowded 
juvenile justice services and facilities; improve coordination between executive branch agencies, the courts, and 
private providers; and increase resources and staffing for children's services.   

In 1972, Long Lane School became coeducational following the closing of the Meriden School for Boys.  
DCF was authorized, in 1973, to transfer juveniles from Long Lane School to appropriate outside facilities, such as 
private residential and nonresidential programs.  In the following year, the legislature clarified DCF's authority to 
grant and revoke parole of juvenile delinquents committed to its custody by the court.  

The federal Juvenile Justice and Delinquency Prevention Act (JJDP) of 1974 was passed partially in 
response to the movement for deinstitutionalization. The use of adult jails and detention centers to hold an excessive 
number of children for status offenses, such as truancy and running away, was criticized and it was argued that court 
intervention in juvenile delinquency cases was not meeting the goal of rehabilitation.  The intent of the act was to 
reduce the juvenile justice system's involvement in noncriminal misbehavior and to place juveniles in less restrictive 
and intrusive settings, such as community-based alternatives to incarceration.  In fact, a provision of the JJDP 
directed states to stop placing status offenders in secure facilities or face the loss of eligibility for federal funding.    

In 1979, the objectives of the federal JJDP were incorporated into a state law that  became effective in 
1981.  Status offenses were eliminated as delinquent acts and juveniles detained for status offenses were no longer 
placed in secure facilities.  The law defined a new category of delinquency called the "family with service needs" 
(FWSN).  The court was mandated to become involved to prevent future legal action, help resolve the problem, and 
strengthen family ties.  The intent was to process FWSN cases in a non-judicial manner while still affording support 
and structure to the family.  These cases cannot directly result in placement in juvenile detention or commitment to 
DCF unless there is a violation of a court order leading to a delinquency action.  

By the end of the 1970s, there was an increase in juvenile crimes against persons and property that fueled 
the growing public opinion that, for the most part, the juvenile justice system had been largely unsuccessful in its 
efforts to rehabilitate delinquents and juvenile offenders.  Connecticut, like most other states, did not abandon the 
rehabilitative approach to juvenile justice but began to shift delinquency policies -- predominantly in the 
adjudication phase -- to expand the punishment compenent.  For example, in 1979, the legislature passed the Serious 
Juvenile Offender Act that toughened the state's approach to juveniles charged with serious offenses. A stiffer 
approach to treatment (penalty phase) was also mandated by extending the period of commitment to DCF for serious 
juvenile offenders from a maximum period of 18 months to four years.  Also, in 1982, the legislature strengthened 
the punishment aspect of the FWSN law by authorizing several measures to deal with FWSN violators, including up 
to 10 days dentention.  In contrast, since the early 1970s, the mandates for commitment of delinquents and the 
operation of Long Lane School have remained basically unchanged. 
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The most recent legislative changes to DCF's juvenile justice mandate have centered on relocating and 
building a new juvenile facility with increased security.  Further, recognizing the need to focus greater attention on 
public safety, a 1997 public act required DCF to adopt regulations for granting leave or parole to committed 
delinquents, including  the eligibility and conditions for leave or parole, security evaluation, identified and assigned 
supervision, and police notification. 

Mental Health.  

Until the latter part of the 19th century, care for mentally ill adults and children, like other dependent 
persons, was primarily a local responsibility, provided through town poor farms and almshouses.   Mental diseases 
were also treated at privately operated hospitals like the Institute of Living, founded as the Hartford Retreat in 1822, 
and through programs operated by charitable organizations to help the insane, the feebleminded, and others with 
mental defects. 

The state's role in mental health services began with the opening of the Connecticut State Hospital for the 
Insane, operated by an independent board of trustees, in Middletown in 1867.   Two additional state mental hospitals 
were later established in Norwich (1904) and Fairfield (1929).  The state hospitals could treat any child or adult with 
a recognized mental illness, admitted voluntarily or committed by the courts or doctor.      

Outpatient mental health services developed with little state involvement.  Psychiatric clinics, including 
child guidance clinics, were established in the early part of the 20th century as part of a national movement led by 
volunteer societies for mental hygiene in Connecticut and other states.   Child guidance clinics, now funded in part 
with DCF grants, remain the center of community-based mental health services for children and families in the state. 

During the 1920s, a division of mental hygiene was established within the state health department primarily 
to help develop facilities in communities lacking mental health services.  A separate Department of Mental Health 
was created in 1953 to take charge of all matters related to mental health and mental illness.  The new department 
assumed responsibility for the three state mental hospitals, whose boards became advisory, as well as outpatient and 
day treatment programs for mentally ill adults and children  and  forensic facilities for the criminally insane. 

In the 1950s and early 1960s, the development and use of medications that allowed mentally ill individuals 
to be treated in community (psychotropic drugs) contributed to the deinstitutionalization of hospitalized patients in 
Connecticut and across the country.  Federal legislation enacted in 1963 provided funding for community mental 
health centers as part of a national effort to develop a continum of mental health care .  Connecticut's first center, 
operated jointly by the mental health department and Yale University opened in 1964.  Throughout the 1970s, state 
and federal policies continued to emphasize treatment to mental health clients in the least restrictive setting possible.  
A regionalized system of community mental health services was mandated by state law in 1977.    

During the 1960s and 1970s, children's mental health issues came to the public's attention when several 
national studies were released that highlighted the lack of services for mentally ill and emotionally disturbed 
children and the need for separate, specialized treatment for children and adolescents.   In response to these 
concerns, the Connecticut Department of Mental Health: created two psychiatric units for adolescents; a facility for 
younger children; an adolescent drug treatment unit; and operated a residential treatment facility.   Connecticut  then  
became the first state to structurally separate children's mental health services from its the adult system.  Legislation 
adopted in 1975 mandating a consolidation of children's services in Connecticut provided for the transfer of 
psychiatric and related services for those under 18 from the Department of Mental Health to the Department of 
Children and Youth Services.    

The emphasis on integrating mental health and related services for children and  providing them in the least 
restrictive setting possible continues to the present.  During the 1980s, federal  and state legislation mandated 
development of comprehensive, community-based systems of services for children and youth with emotional 
disturbances.   Most recently, under a federal law enacted in 1992, funding is provided through Mental Health 
Performance Partnership Grants (formerly community mental health services block grants) to Connecticut and other 
states to plan and implement local systems of care for seriously emotionally disturbed children and their families.  
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The goal of the systems of care model is to improve the delivery of services by providing  an array of services 
tailored to a child’s specific needs as near to home as possible.    

Substance abuse.  The state’s role in substance abuse services for children parallels its mental health 
reponsibilities in many ways.  Connecticut law adopted in 1874 had established the policy of  treating intemperance 
as a disease, allowing  alcoholics and drug addicts to be taken to inebriate asylums for treatment, care, and custody.   
The state mental hospitals, almost from their inception, included substance abuse treatment among their services and 
local agencies disseminate information on alcoholism and operated treatment clinics.   

In 1961, the Department of Mental Health was given the responsibility to treat alcoholism.  Concerns over 
drug abuse during the 1960s led to agency programs and facilities aimed at drug rehabilitation and treatment, 
including a creation of a specialized unit for adolescent addicts.  During the 1970s, responsibility for alcohol and 
drug services was split between inpatient hospital programs administered by Department of Mental Health (DMH) 
and community programs funded by the Connecticut Alcohol and Drug Abuse Council (CADAC).  Also, prevention 
and treatment of substance abuse for those under 18 was included in the transfer of DMH services to the Department 
of Children and Families.   

While a 1978 law made CADAC the state lead agency for substance abuse, various agencies including 
DCYS continued to have prevention and treatment responsibilities.  Roles remained murky until  the adoption of a 
1988 interagency agreement among DCYS, CADAC,  the Office of Policy and Mangement and the Department of 
Correction that clarified each agency’s resposibilities and called for the transfer of all children’s substance abuse 
services from the commission to the children and youth services department.   

Legislation making substance abuse services for children a clear DCF mandate, however, was not enacted 
until 1994.  By this time, CADAC had been eliminated under a 1993 public act.  Its functions  were first transferred  
to  the  Department of Public Health, renamed Public Health  and Addiction Services,  but were subsquently  (in 
1995)  placed in the Department of  Mental Health,  renamed Mental Health and Addiction Services.    

In 1997, the Connecticut Alcohol and Drug Policy Council (CADPC) was legislatively established to 
review the state's substance abuse policies and practices regarding treatment, prevention, referrals, and criminal 
justice sanctions and programs.  The council is mandated to develop and coordinate a statewide, interagency plan to 
integrate programs, services, and sanctions.  The scope of the council includes adults and children.  The council is 
comprised of the heads of most state agencies, the criminal justice system, and judicial branch, including the 
commissioner of DCF. 
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Appendix B 
 

Summary of Federal Mandatess 
Related to Children's Services 
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Summary of Federal Mandatess 
 
Adoption Assistance and Child Welfare Act of 1980 
 
• Provides a nationally uniform response to issues raised by children at risk of needing out-of-

home care.  
• Provides federal assistance for services enabling children to remain with birth families.   
• Assures children placed out-of-home eventually return to safe birth homes or are placed in a 

timely manner with adoptive families. 
 
Adoption and Safe Families Act of 1997  
 
• Reaffirms safety of children and of making reasonable efforts to preserve and reunify 

families. 
• Clarifies instances in which states are not required to make efforts to keep children with their 

parents. 
• Sets forth provisions establishing time limits for making permanency planning decisions and 

promotes adoption of children who cannot return safely to their homes. 
• Authorizes financial incentives to states to increase the number of children who are adopted. 
• Prohibits delay or denial of adoptive placements across state or county jurisdictions. 
• Ensures that adopted children with special needs have health insurance coverage. 
  
Child Abuse Prevention & Treatment Act  
 
• Provides funds to support research on the causes, prevention, and treatment of child abuse 

and neglect, demonstration programs to identify the best means of preventing maltreatment 
and treating troubled families, and the development and implementation of training 
programs.  

• Grants for these projects are provided nationwide on a competitive basis to state and local 
agencies and organizations. 

 
Child and Family Service Plan: Title IV-E  
 
• Requires states develop a five-year comprehensive Child and Family Services Plan (CFSP), 

annual updates, and a final report on the progress made toward implementaing the plan to be 
eligible for Title IV-E funds. 

 
Child and Family Services Program: Title IV-B 
 
• Objective is to provide for supportive services to prevent out-of-home placement.  
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• Authorizes federal government to pay 75 percent and state  25 percent of the cost for services 
to protect the welfare of children.  

• No federal income eligibility requirements for this program. 
 
Child Support Performance and Incentive Act of 1998  
 
• Mandates state implementation a statewide automated child support system.   
• Creates a new federal incentive system to reward states with effective child support 

enforcement programs.  
 
Community Mental Health Services Performance Partnership Block Grant  
 
• Mandated by Part B of Title XIX of the Public Health Service Act, Center for Mental Health 

Services, Mental Health Performance Partnership administers state grant program, formerly 
known as the Community Mental Health Services Block Grant. 

• Grants awarded to the states to provide community-based mental health services to people 
with mental disorders and to develop a State Mental Health Plan for improving community-
based services and reducing reliance on hospitalization. 

 
Independent Living Assurances Act  
 
• Mandates Title IV-E foster care for youth 16 and older to assist transition to independent 

living. 
 
Juvenile Justice and Delinquency Prevention Act  
 
• Requires adjudicated juvenile delinquents be placed in the “least restrictive” setting in 

reasonable proximity to the family and the home community and are not detained or confined 
in any adult institution.   

• Mandates juveniles treated equitably on the basis of gender, race, family income, and 
mentally, emotionally, or physically “handicapping conditions”. 

 
Title IV-E Adoption Assistance  
 
• Objective is to facilitate the placement of hard to place children in permanent adoptive homes 

and prevent long, inappropriate stays in foster care. 
• Provides funds to states to assist in paying maintenance costs for adopted children with 

special needs who are AFDC or SSI eligibl and for administrative and training costs of the 
program.   

 
Title IV-E Foster Care  
 
• Objective is to help states provide proper care for children in out-of-home placement in a 

foster family home or an institution. 
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• Provides funds to states to assist with: the costs of foster care for eligible children; 
administrative costs to manage the foster care program; and training for state and private 
provider staff and foster parents.  

 
 
Title IV-E:  Promoting Safe and Stable Families 
 
• Objective is to prevent the risk of abuse and promote nurturing families, assist families at-

risk of having a child placed out-of-home, and assisting children return to their birth homes 
or permanently placed. 

• Provides funds to states to provide family support, family preservation, time-limited family 
reunification services, and services to promote and support adoptions.  
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Appendix C 
 

History of DCF Mission Statements 
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History of DCF Mission Statements 
 
1970: DCYS was “responsible for creating, developing, operating, and administering a comprehensive and 
integrated state-wide program for children and youth whose behavior does not conform to the law or to acceptable 
community standards." 
 
1971: “To serve the youth of Connecticut by helping them achieve a better way of life through alternative and 
diverse services, rather than through apathy and incarceration.” 
 
1972: “To create, develop, operate, and administer a comprehensive and integrated program of services for 
children and youth whose behavior does not conform to the law or to acceptable community standards.”  
 
1973: “To create, develop, operate, and administer a comprehensive and integrated program of services for 
children and youth whose behavior does not conform to the law or to acceptable community standards.” 
 
1974: “To create, develop, operate, and administer a comprehensive and integrated program of services for 
children and youth whose behavior does not conform to the law or to acceptable community standards.” 
 
1975: “To create, develop, operate, and administer a comprehensive and integrated program of services for 
children and youth whose behavior does not conform to the law or to acceptable community standards.” 
 
1976: “To provide leadership and support to the development of a comprehensive statewide network of 
governmental and non-governmental programs and services promoting the sound growth and development of all 
children in Connecticut.  This includes prevention of dependency, abuse, neglect, delinquency, mental illness, and 
emotional disorder among children.  It seeks to identify children at risk in these areas, to restore them to useful 
functioning where possible and to limit their disability where not.” 
 
1977: “To provide leadership and support to the development of a statewide network of public and private sector 
programs and services to identify children at risk and restore them to useful functioning where possible and limit 
their disability where not.” 
 
1978:  “To provide leadership and support in developing a statewide network of public and private sector 
programs and to identify children at risk and to restore them to useful functioning where possible and limit their 
disability where not.” 
 
1979:  “To provide leadership and support in the development of a statewide network of public and private sector 
programs to identify children at risk and to restore them to useful functioning where possible and limit their 
disability where not.” 
 
1980: “To protect children from abuse, neglect, and abandonment; to keep children in their own homes; to 
provide care and treatment for children who cannot remain at home; to reunite children with their families; to effect 
adoption of children who cannot be reunited with their own family; and to accomplish these goals cost-effectively 
through planning, evaluation, and allocation.” 
 
1981: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
 
1982: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
 
1983: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
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1984: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
 
1985: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
 
1986: “To plan for, develop, and evaluate a comprehensive and integrated statewide system of services including 
preventive services, for committed and noncommitted children and youth who are abused, neglected, mentally ill, 
emotionally disturbed, or adjudicated delinquent.” 
 
1987: “To preserve and strengthen families so they may care for their children while simultaneously ensuring that 
children are safe and have opportunities for healthy development.” 
 
1988: “To join with others to create the conditions within which all children in Connecticut develop as healthy, 
productive, and caring persons, free from harm and injury; experience enduring, nurturing relationships as members 
of permanent families; participate fully in community life; exercise age appropriate opportunities for decision-
making; are supported in their transition to adulthood; receive services that are respectful of child time, responsive 
to children’s individual and developmental needs, and sensitive to their heritage.” 
 
 
1989: “To join with others to create the conditions within which all children in Connecticut develop as healthy, 
productive, and caring persons, free from harm and injury; experience enduring, nurturing relationships as members 
of permanent families; participate fully in community life; exercise age appropriate opportunities for decision-
making; are supported in their transition to adulthood; receive services that are respectful of child time, responsive 
to children’s individual and developmental needs, and sensitive to their heritage.” 
 
1990: “To join with others to create the conditions within which all children in Connecticut develop as healthy, 
productive, and caring persons, free from harm and injury; experience enduring, nurturing relationships as members 
of permanent families; participate fully in community life; exercise age appropriate opportunities for decision-
making; are supported in their transition to adulthood; receive services that are respectful of child time, responsive 
to children’s individual and developmental needs, and sensitive to  
 
1991: “Children are in need of protective, mental health, juvenile justice and substance abuse services, as well as 
permanent, stable settings, free from harm, where they are able to achieve their potential.  Therefore, the DCYS, in 
partnership with service providers, plans, provides, funds, and coordinates the development of a continuum of 
integrated services for children and their families.” 
 
1992: “In partnership with service providers, DCYS plans, provides, funds, and coordinates the development of a 
continuum of integrated services for children in need of protection, mental health, juvenile justice, and substance 
abuse services.  These services shall promote the development of permanent stable setting, where the children are 
free from harm and able to achieve their potential.”   
 
1993: “In partnership with service providers, DCYS plans, provides, funds, and coordinates the development of a 
continuum of integrated services for children in need of protection, mental health, juvenile justice, and substance 
abuse services.  These services shall promote the development of permanent stable setting, where the children are 
free from harm and able to achieve their potential.” 
 
1994: “In partnership with service providers, DCYS plans, provides, funds, and coordinates the development of a 
continuum of integrated services for children in need of protection, mental health, juvenile justice, and substance 
abuse services.  These services shall promote the development of permanent stable setting, where the children are 
free from harm and able to achieve their potential.” 
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1995: “In partnership with service providers, DCYS plans, provides, funds, and coordinates the development of a 
continuum of integrated services for children in need of protection, mental health, juvenile justice, and substance 
abuse services.  These services shall promote the development of permanent stable setting, where the children are 
free from harm and able to achieve their potential.” 
 
1996: “To protect children, strengthen families, and help young people reach their fullest potential.” 
 
1997: “To protect children, strengthen families, and help young people reach their fullest potential.” 
 
1998: “To protect children, strengthen families, and help young people reach their fullest po  
 
1999: “To protect children, achieve permanency for children in a safe environment, strengthen families, and help 
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Appendix D 
 

Summary of DCF Management Studies 
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Summary of DCF Management Studies  
Year Title/Author Key Points 
1977 A Critical Review of 

Mandates and Resources  in 
the Connecticut Department 
of Children and Youth 
Services by the Review Team 
of the DCYS Advisory 
Council 

Agency problems related to:  
• striking gap between department mandates and resources provided  
• transfer of authority incomplete; agency lacks full control over some key 

management functions; no mechanism for resolving interagency conflicts  
• lack of commitment on part of executive and legislature to improve agency 

performance 
Management issues: 
• crisis management operation; no evidence of commitment to long range 

planning or improved service delivery 
• functions not integrated; services remain three largely separate tracks 
• basic management documents nonexistent; management authority 

ambiguous and overlapping 
• staff turnover high, morale low; relationships with providers poor 
• information systems inadequate; lack information needed  for informed 

decision making; cannot assess worker, contractor performance or client 
progress 

 
To address management issues recommend: 
• detailed management plan endorsed by governor, shared with legislature 
• clear table of organization, comprehensive budget with new categories 

related to policy, and automated information system capable of monitoring 
performance 

• advisory groups be given data to assess agency effectiveness, progress in 
implementing plan 

 
1978 Study of Juvenile Justice in 

Connecticut by the Program 
Review and Investigations 
Committee  

The committee found: 
• virtually no analysis is done by DCYS to indicate what treatment methods 

work with what kinds of delinquents 
• DCYS ability to oversee Youth Service Bureaus is questionable 
• A major problem of the Long Lane School is that of runaways and the 

Long Lane treatment manual contains no goal statement on the role or 
importance of maintaining a secure facility 

• Private agencies play a crucial role in addressing Connecticut’s juvenile 
delinquency problem and are essential to the development of a continuum 
of needed services 

• DCYS reimbursement of private providers of juvenile delinquency services 
is inadequate and inefficient 

• Juvenile needs assessments are lacking 
• DCYS Office of Evaluation, Research, and Planning has not demonstrated 

its capacity to effectively evaluate programs 
• There are few additional standards, beyond licensing, for private providers 
 
To address these issues, the committee recommended: 
• More analysis of the effectiveness of various programs designed to treat 

juvenile offenders should be undertake by the department 
• The Law Enforcement Assistance Administration should provide technical 

assistance to DCYS to help the agency develop evaluation procedures that 
could be integrated into the department’s system for managing funds 

• DCYS detention staff job classifications and salaries should be upgraded 
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• Information about juveniles must be maintained and tracked in a more 
effective manner 

• DOC should be utilized by the department to provide technical assistance to 
Long Lane on security and custody matters 

• Long Lane’s primary role should be limited to the treatment of a small 
population requiring secure custody 

• DCYS should articulate, as part of its master plan, clear policy on the use 
of private resources, including the development of programs equipped to 
handle difficult cases 

• DCYS should provide more reasonable cost related payments for private 
delinquency treatment services 

• DCYS should exercise aggressive leadership to stimulate the development 
of family-centered programs in the private sector 

• DCYS should require private programs to provide transitional aftercare 
services following release from residential treatment and reimbursement 
rates should be adjusted to reflect this additional requirement 

• A written plan should be developed by the DCYS Office of Evaluation, 
Research, and Planning which establishes priorities and specifically shows 
how and when major tasks will be accomplished 

• DCYS must update licensing standards, hire more qualified workers, and 
improve workers’ training 

• DCYS must improve its communications with DSS, DMH, DMR, and the 
Juvenile Courts 

1978 DCYS: A Program Review by 
the Program Review and 
Investigations Committee  

The committee found: 
• DCYS managers are unable to effectively manage the operations of the 

department or to fully comply with statutory mandates 
• Management information systems are ineffective 
• Projections of caseloads and staffing requirements are insufficient 
• There are deficiencies in the child abuse and neglect reporting system 
• The timeliness of abuse and neglect investigations is not monitored 
• One in five cases has no written treatment plan and only 68% of those with 

treatment plans have had a current review 
• 50-70% of the children in DCYS care are not receiving routine medical 

examinations or other routine medical services 
• Many children are in foster care for more than two years without a 

permanent placement plan 
• The inadequacy of board and care funds for both foster and other private 

placements has been caused, in part, by the department’s poor forecasting 
and budget preparation 

• DCYS has weak oversight, at best, of troubled youths between the ages of 
16 and 18 who cannot be forced to stay in a foster home or a group home 

• DCYS has not fulfilled its prevention mandate 
 
To address these findings, the committee recommended: 
• DCYS draft a five-year rolling master plan together with a comprehensive 

budget 
• Fines be imposed for mandated reporters who intentionally fail to report 

suspected child abuse or neglect 
• DCYS implement a manual tracking system to provide more thorough 

information to supervisors 
• All DCYS foster care commitments must be limited to two years.  90 days 

before expiration of the commitment, DCYS should be required to file a 
petition with the Superior Court to either: (1) terminate parental rights, (2) 
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revoke the commitment, or (3) extend the commitment for an additional 
two years based on a finding that continued commitment would be in the 
best interests of the child 

• DCYS must expedite the recruitment process for foster parents.  The 
Department must recognize that foster parents make a vital contribution to 
the treatment of DCYS children 

• DCYS must not only improve its forecasting and budget preparation, but 
also place children in foster homes and other appropriate settings within 
the limits of physical, rather than fiscal resources, even if such a policy 
results in the need for a deficiency appropriation 

• DCYS must improve its supervision of difficult youth between the ages of 
16 and 18 

1987 Study of Psychiatric Hospital 
Services for Children and 
Adolescents by the Program 
Review and Investigations 
Committee  

The committee found: 
• DCYS has not met its statutory mandate to complete a comprehensive 

child’s mental health plan 
• DCYS has not assessed the demand for existing services to determine if 

supply of state beds was appropriately allocated among age groups, 
treatment needs, and regions 

• There is a high demand for hospital services but DCYS hospitals frequently 
operate under capacity 

• There is a lack of information on psychiatric hospital services available to 
children.  No state or private agency maintains a centralized directory 

• Incomplete or sporadic compliance by hospitals with statutory client 
information reporting requirements is typical 

• The DCYS database does not provide accurate information on children 
treated for psychiatric problems in emergency rooms 

 
To address these issues, the committee recommended: 
• DCYS must meet its statutory mandate and complete a comprehensive 

child’s mental health plan 
• DCYS must reassess the role of psychiatric hospitals in terms of bed space 

and regional services 
• DCYS should utilize psychiatric hospitals to their fullest if demand for 

psychiatric services is high 
• DCYS should develop and maintain a statewide telephone clearinghouse on 

public and private inpatient bed openings 
• DCYS should establish an emergency psychiatric services program to 

provide crisis intervention and triage in each region 
• DCYS should develop a plan to more thoroughly collect psychiatric 

emergency room information 
1989 Study of Juvenile Justice in 

Connecticut by the Program 
Review and Investigations 
Committee  

The committee found: 
• The contents of DCYS treatment plans for committed juveniles are lacking 
• There is an imbalance in the staff-to-client ratio between aftercare and 

Long Lane staff 
• There is an increase in the number of escapees from Long Lane and many 

escapees are serious juvenile offenders 
• Little new money, high utilization rates, rigid criteria, and lengthy 

acceptance processes all create a lack of private residential facilities for 
juvenile delinquents in the state 

 
To address these issues, the committee recommended: 
• DCYS include specific information in treatment plans and case files 
• Long Lane allocate a number of its correctional staff to aftercare services 
• DCYS either make Long Lane a secure facility with a fence or build a 
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medium security unit attached to the existing structure 
• DCYS monitor treatment and care of committed children and should take 

care that the automatic review policy does not further constrict limited 
resources 

1991 Study of DCYS Child 
Protective Services by the 
Program Review and 
Investigations Committee  

The committee found: 
• The reorganization of DCYS has focused on protective services programs 

and case management 
• There is a need for an independent review of DCYS handling of cases to 

provide oversight.  There are no random audits to ensure that practice 
follows policy 

• There are broad variations between regions in case management and an 
absence of uniform standards in the Department 

• DCYS does not follow up cases to ensure that treatment and service plans 
have been implemented.  Reviews are only done every 6 months 

• Staff training is not a top priority and training is inadequate 
• There are a number of deficiencies in case management 
• DCYS is deficient in administering and funding community-based 

programs 
• DCYS social workers are an untapped resource in the evaluation of 

community-based programs 
 
To address these issues, the committee recommended: 
• The DCYS management team must evaluate measurements of program 

effectiveness 
• Program evaluations and monitoring of client outcomes should be placed in 

one division 
• DCYS create a comprehensive system for managing cases, evaluating 

client outcomes, and reducing administrative paperwork for social workers 
• DCYS should develop an independent case audit unit to monitor regional 

compliance with policy and procedure 
• DCYS should develop a Staff Development and Training Division 
• DCYS should reduce the caseloads of workers, particularly new workers 
• All protective service social workers should, within first 10 years of 

employment, obtain MSW 
• DCYS should install an on-line computer system with 24-hour access and 

develop outcome measures for evaluating the effectiveness of client 
interventions 

• DCYS should design a grant processing system that funds proportionate to 
success in treating clients and allows for the reduction of funds against 
ineffective programs.  The success of programs should be measured against 
specific criteria.  Data on program outcome measures should be collected 
and analyzed 

• As part of the program evaluation process, social workers and supervisors 
should be surveyed and asked to gauge program effectiveness 

• DCYS should develop and maintain a computerized database of all 
available community service programs 

1995 Study of DCF Foster Care by 
the Program Review and 
Investigations Committee 
staff 

The committee found: 
• DCF does not sufficiently focus on the placement of children which 

consumes over half of its resources and is the primary focus of its work 
• The DCF practice of matching and placing children does not conform to 

policy.  The lack of information about children prohibits appropriate 
matching to foster homes and hinders foster parents’ abilities to care for 
children 
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• The certification of family relatives for foster care is a questionable practice 
with no centralized oversight 

• DCF practice is confusing for staff and providers.  There is a repetitive 
effort to maintain two separate investigation units.  Also, there is no scale 
of authority for DCF to enforce its investigation recommendations 

• DCF foster parents typically have a poor working relationship with the 
Department 

 
As a result of these findings, the committee recommended: 
• DCF should be reorganized to create divisions responsible for coordinating, 

licensing, managing, and quality assurance of all placement resources, 
including those specific to foster care 

• DCF implement a child-placing portfolio containing all relevant and 
necessary information and documents to adequately provide foster care to 
a child.  A copy should be provided to foster parents 

• Division of Quality Assurance should have the same responsibilities for 
relative certification as it does for foster care licensing 

• There be investigations of abuse and neglect allegations against foster 
homes conducted by regional staff, and completed within 14 days of 
referral.  There should also be an investigation resolution process. 

1995 Report on DCF Organization 
and Staffing by KPMG 

KPMG found: 
• There are numerous small divisions and units in DCF’s organizational 

structure which hinder department integration and horizontal 
communication 

• The current organization structure ineffectively divides and groups some 
functions 

• Some functions currently performed in the central office can be performed 
more appropriately in the field or on a contracted-out basis 

• Central Office and staffing have grown substantially 
• There are a high number of managers/supervisors in central office relative 

to staff yet the span of control of these managers/supervisors is low 
• Additional layers of management exist in the functional layers than is 

necessary 
• The commissioner’s span of control is too great, yet it excludes important 

areas of the agency such as health and mental health 
• Too much of the department’s functional responsibility is concentrated 

under the deputy commissioner for programs (DCP).  Combining 
programmatic and administration functions under the deputy commissioner 
for administration (DCA) may not be optimal 

• Planning and program development functions are lacking at a high level 
within DCF’s organizational structure 

 
To address these issues, KPMG  recommended: 
• DCF bring together all aspects of research, clinical planning, strategic 

business planning, program development, and policy development.  Closely 
integrating these with DCF’s implementation unit will strengthen DCF’s 
implementation of the consent decree 

• The number of senior employees reporting directly to the commissioner 
should be reduced from 9 to 7 and the commissioner should hire an 
executive assistant.  A chief of staff and a public information officer should 
report directly to the commissioner 

• DCF should eliminate both deputy commissioner positions and replace 
them with five equivalent-level senior managers overseeing: child welfare 
services; health; mental health and education services; administration and 
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finance; program development and planning; and juvenile justice 
• The chief of staff, public information officer, and executive assistant 

positions should be created.  The chief of staff should coordinate external 
relationships and interaction with the commissioner, as well as internal 
agency initiatives and responses to events.  He/she would also supervise 
DCF’s case investigation unit.  The agency ombudsman and legislative 
liaison should report to the chief of staff rather directly to the commissioner 
as under the current structure.  The public information officer should 
manage external communications.  He/she should continue to report 
directly to the commissioner.  The executive assistant to the commissioner 
should handle administrative tasks such as responding to correspondence 
and scheduling 

1998 Study of the DCF Bureau of 
Juvenile Justice by Loughran 
and Associates 

The consultants found: 
• Very little of the Juvenile Justice Reorganization Plan (mandated by PA 95-

225) has been implemented, such as the reconfiguration of the Long Lane 
School and the development of a full continuum of community programs 
and parole services 

• Most of DCF’s budget, administrative structure, and support systems are 
dedicated to its child welfare operations 

• Parole services, the community case management arm of the Juvenile 
Justice Bureau, suffers from its disconnection from the rest of DCF 

 
To address these issues, the consultants recommended: 
• The department must better integrate the Juvenile Justice Bureau 
• The Juvenile Justice Bureau’s regional offices should be co-located with 

those of the Bureau of Child Welfare Services.  They should be large 
enough and have enough computers, phones, and fax and copy machines to 
accommodate the number of parole officers and support staff assigned to a 
particular office 

• Administrative practices must be changed to allow for better integration of 
the juvenile justice function into the department 

• The Juvenile Justice Bureau’s administration should be transferred to 
DCF’s central office, and the bureau’s director should report to the juvenile 
justice bureau chief rather than to the assistant superintendent of Long Lane 

 


